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INNOVATIONS IN ADDRESSING CHILDHOOD 

OBESITY 


WEDNESDAY, DECEMBER 16, 2009 

House of Representatives, 

Subcommittee on Health, 
Committee on Energy and Commerce, 

Washington, DC. 

The subcommittee met, pursuant to call, at 9:42 a.m., in Room 
2123, Rayburn House Office Building, Hon. Frank Pallone, Jr., 
[chairman of the subcommittee] presiding. 

Present: Representatives Pallone, Capps, Schakowsky, Barrow, 
Christensen, Castor, Sarbanes, Murphy of Connecticut, Space, 
Braley, Shimkus, Pitts, Murphy of Pennsylvania, Burgess, and 
Gingrey. 

Staff Present: Kaen Lightfoot, Communications Director, Senior 
Policy Analyst; Bruce Wolpe, Senior Advisor; Naomi Seiler, Coun- 
sel; Camille Sealy, Fellow; Lindsay Vidal, Press Assistant; Allison 
Corr, Special Assistant; Elizabeth Letter, Special Assistant; Mat- 
thew Eisenberg, Staff Assistant; Anne Morris, Professional Staff 
Member; Ryan Long, Minority Chief Counsel; Aarti Shah, Minority 
Counsel; and Chad Grant, Minority Legislative Analyst. 

OPENING STATEMENT OF HON. FRANK PALLONE, JR., A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER- 
SEY 

Mr. Pallone. The subcommittee hearing will be called to order. 
And today’s hearing is on “Innovations in Addressing Childhood 
Obesity.” I will recognize myself for an opening statement initially. 

The top innovations in addressing childhood obesity is one of 
many interests of this committee and also Members of the House. 
I have to say we are having this hearing today because many Mem- 
bers, including some that are not on the committee, approached me 
on the floor and asked me to address this issue in various ways. 

Childhood obesity is a huge public health problem in this country 
that puts millions of American children at risk. Data from the Cen- 
ters for Disease Control and Prevention, the CDC, indicates that 
over the last 3 decades, the rates of childhood obesity have been 
skyrocketing. In every age category, we have seen at least a dou- 
bling, and, in some age groups, a tripling in the numbers of chil- 
dren who are classified as obese. In addition, there are millions 
more who are just at the cusp and are in danger of becoming obese 
as well. 

The rates are the worst among minority populations. According 
to the CDC, Hispanic boys and African American girls have the 

( 1 ) 
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highest rates of obesity, with 22.1 percent of Hispanic boys and 
27.7 percent of African American girls classified as obese. And 
though the rates are starting to level off, there are still too many 
children in this country who are dangerously overweight. 

Childhood obesity can lead to health problems that 30 years ago 
were rarely seen in children. A report conducted by the Trust for 
America’s Health in 2009 highlighted that more and more children 
are being diagnosed with Type 2 diabetes, hypertension, sleep 
apnea, joint problems and depression, just to name a few. 

And I should say for many years now, I have been the Vice Chair 
of the Native American Caucus. And when we go around to the 
various reservations, I have just noticed in the 21 years that I have 
been in Congress, that the rate, if you will, for Type 2 diabetes and 
the number of people that have it, when we go around to the res- 
ervations it just gets younger and younger every year. It is really 
almost of an epidemic nature in my opinion amongst the Native 
American populations. And these children are likely to continue to 
have health problems as they age into adulthood. 

Some experts have even predicted that if the trends in childhood 
obesity continue, we will for the first time see a generation that 
lives sicker and dies earlier than their parents. Regardless, we 
know that if left unaddressed, this epidemic alone has the potential 
to cripple our health care system. 

The price of obesity in this country is unsustainable. Adult obe- 
sity is estimated to cost our Nation $147 billion a year and child- 
hood obesity adds another 14 billion to that price tag. Studies have 
shown that up to 80 percent of obese children will become obese 
adults. As we watch the number of these obese children skyrocket, 
the cost to our Nation will not only increase, but an obese and 
unhealthy Nation may very well bring about an unproductive Na- 
tion. 

In my State, New Jersey, 31 percent of our children are clinically 
overweight. That is nearly 7 percent higher than the rate of adult 
obesity. And I am worried that at a time of economic recession and 
high unemployment rates, many of these children will be less likely 
to have access to healthier, more expensive foods. 

Meanwhile, safety net health programs are continuously over- 
extended as the numbers of uninsured and underinsured continue 
to grow, posing further risks to children who may not be receiving 
the medical care that they need. 

There are many factors that contribute to our rising rates of obe- 
sity. Personal habits definitely play some part. But many studies 
have been able to link obesity to unsafe neighborhoods, less exer- 
cise opportunities, and lack of access to healthy foods. Our health 
care system also plays some part, with millions of children living 
without preventive health services such as nutrition counseling and 
screening for obesity-related diseases. 

These are all things that we as a Nation can work together to 
address so that we can eventually reverse the trends of childhood 
obesity. And basically we are holding the hearing today because we 
are trying to find out from our witnesses about innovative work 
they are doing to address childhood obesity, to hear about how we 
at the Federal level can play a part in curbing this trend and to 
learn more about what makes obesity intervention successful. And 
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I am also eager to hear a bit about where we need to focus our ef- 
forts over the next 10 years. 

I am not suggesting to any of you that this is something that we 
are going to be able to solve overnight. I know it is something that 
needs long-term attention in many cases. I was thinking today 
about when I was growing up in the neighborhood — I don’t live in 
the neighborhood anymore, but my father is still there and our con- 
gressional office is in the same neighborhood where I grew up. Al- 
most all the recreational opportunities that existed when I was a 
kid have disappeared. The local playground is not there anymore. 
The YMCA is not there anymore. We live in a small town of about 
30,000 people. It is not an urban area per se. But if you are going 
to bring back those things, it is not something you can do over- 
night, unfortunately. 

And I just think that we haven’t paid enough attention to a lot 
of these underlying problems, whether it is recreation, whether it 
is food, whether it is supermarkets. And these are not things that 
you can necessarily deal with immediately, but they have to be ad- 
dressed. 

So thank you. Thank you for being here. We will introduce the 
panel after the rest of the opening statements. 

And we have the gentleman from Georgia, Mr. Barrow. 

Mr. Barrow. Thank you, Mr. Chair. I waive on opening. 

Mr. Pallone. You will waive. And next is the gentlewoman from 
Florida, Ms. Castor. 

OPENING STATEMENT OF HON. KATHY CASTOR, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF FLORIDA 

Ms. Castor. Thank you, Mr. Chairman, very much for calling 
this important hearing. The good news is that over the past few 
years the Congress has made wellness and healthy living and chil- 
dren’s health a national priority. 

At the beginning of this year, the beginning of our agenda, the 
Congress passed and sent the children’s health care legislation to 
the President for his signature. That expanded health services and 
medical care to millions of children all across America. And last 
month, the House version of the health care reform bill dedicated 
a huge part of the health reform effort to preventive care, wellness, 
and public health initiatives, really the most landmark investment 
in public health ever in the history of our country. 

And in going back to the last Congress in 2008, the farm bill re- 
quired the USDA to purchase more fruits and vegetables for nutri- 
tion assistance programs and created a new program to provide 
fresh fruits and vegetables to elementary schools. 

So all of that is very positive. But all of this is in recognition of 
the fact that obesity rates for both adults and children in the 
United States have increased exponentially. We now have a clear 
understanding that this is an issue we need to address head on. 
There is a growing movement to live healthier lives and ensure 
that our children grow up with the same understanding. 

But I look at the statistics. Chairman Pallone, like in my State, 
the children in Florida, 33 percent of children in Florida are over- 
weight or obese. That is above the national average. And there is 
no excuse for this. This is the sunshine State where you can play 
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outside all year round. So like many States, Florida is trying to do 
some creative things. In my community in Tampa, the University 
of South Florida has developed the USF Healthy Weight Clinic, an 
exciting new multidisciplinary clinic for children, teenagers, adults 
who are overweight. It is family focused. It is a clinic that brings 
together pediatricians, internists and specialists who don’t just do 
primary care but concentrate on weight management. In our public 
schools in 2007, the State of Florida passed a law requiring ele- 
mentary students complete 150 minutes of physical education. 
They have modified that, unfortunately. At the start of the school 
year, though, Florida required that all middle-school students have 
at least one class of PE daily for a full semester. 

So while all of these initiatives and programs are excellent steps 
in fighting the obesity epidemic, we cannot stop there. It is critical 
that we need to do more, and I will be very interested in your ex- 
pert advice today. 

But let me just say government cannot do this alone. Parents 
across this country have to take personal responsibility. And they 
have got to go to the grocery store and buy the healthy fruits and 
vegetables. They have got to fight for those supermarkets and mar- 
kets in their neighborhoods. They have got to turn off the TV and 
tell their kids to go outside and play or do something constructive 
with their time. 

As co-chair of the Children’s Congressional Health Care Caucus, 
childhood obesity has been one of our priorities. So I thank you. 
Chairman Pallone, again, for calling this hearing and I look for- 
ward to hearing from the witnesses. I hope that we can use this 
today as a step towards a broader national strategy to end this epi- 
demic. I yield back. 

Mr. Pallone. Thank you. 

Does the gentleman from Ohio wish to make an opening state- 
ment? 

Mr. Space. I will waive. 

Mr. Pallone. You will waive? OK. I think that concludes our 
opening statements. 

We will go to our witnesses. And on our first panel, we have with 
us on my left. Dr. William Dietz, who is Director of the Division 
of Nutrition, Physical Activity, and Obesity for the Centers for Dis- 
ease Control and Prevention. And then next to him is Dr. Terry 
Huang, who is Director of the Obesity Research Strategic Core for 
the Eunice Kennedy Shriver National Institute of Child Health and 
Human Development at the National Institutes of Health. 

And we welcome both of you. Thank you for being here today. We 
have 5-minute opening statements that become part of the record. 
And then we will move to questions by the members of the panel. 



5 


STATEMENTS OF WILLIAM H. DIETZ, M.D., Ph.D., DIRECTOR, DI- 
VISION OF NUTRITION, PHYSICAL ACTIVITY, AND OBESITY, 
NATIONAL CENTER FOR CHRONIC DISEASE PREVENTION 
AND HEALTH PROMOTION, CENTERS FOR DISEASE CON- 
TROL AND PREVENTION, U.S. DEPARTMENT OF HEALTH AND 
HUMAN SERVICES; AND TERRY T-K HUANG, Ph.D., M.P.H., DI- 
RECTOR, OBESITY RESEARCH STRATEGIC CORE, EUNICE 
KENNEDY SHRIVER NATIONAL INSTITUTE OF CHILD 
HEALTH AND HUMAN DEVELOPMENT, NATIONAL INSTI- 
TUTES OF HEALTH, U.S. DEPARTMENT OF HEALTH AND 
HUMAN SERVICES 

Mr. Pallone. We will start with Dr. Dietz. Thank you for being 
here today. 


STATEMENT OF WILLIAM H. DIETZ 

Dr. Dietz. Thank you, Chairman Pallone and members of the 
subcommittee, for the opportunity to provide you statements on the 
record for today’s hearing. 

Mr. Pallone. You might have to bring your mike closer. 

Dr. Dietz. Thank you for the opportunity to provide this state- 
ment for the record on today’s hearing on innovative practices to 
prevent childhood obesity. 

Mr. Chairman, you were correct about the prevalence data; 16 
percent of 2- to 19-year-olds in the United States are obese, and an 
almost equal number are overweight. So about a third of our chil- 
dren and adolescents are obese or overweight. 

You also pointed, correctly, to the increased prevalence among 
certain subgroups of the population. So, for example, in 2006, 27 
percent of 6- to 11-year-old male Mexican Americans were obese, 
and 27 percent of 12- to 19-year-old African American females were 
obese. And although as you correctly pointed out, we are at a pla- 
teau, an apparent plateau, that is not grounds for complacency. We 
need to invest in turning the corner on this epidemic. And we be- 
lieve that just as the environment was the major contributor to this 
epidemic, the environment is where those solutions lie. 

Childhood obesity is associated with a variety of precursors for 
adult disease; namely, elevated lipid levels which predispose to 
hardening of the arteries; increased tolerance to glucose, which pre- 
disposes or is a precursor to Type 2 diabetes and elevated blood 
pressure; 70 percent of obese children and adolescents have at least 
one of those risk factors and 40 percent have two or more. 

In addition, the persistence of childhood obesity into adulthood is 
associated with an increased risk of severe obesity in adulthood. 
About 50 percent of adults, half of all adults with severe obesity, 
namely 100 pounds or more of excess weight, had onset of this dis- 
ease in childhood. So that even though childhood obesity contrib- 
utes a minority of adult disease, it may have a disproportionate ef- 
fect on the severity of obesity and its attendant costs and complica- 
tions. 

Ten percent of the national health care budget is now spent on 
obesity and its complications, and that is a significant barrier to 
controlling the costs of our medical system. We believe that a 
multicomponent, multisectoral approach is essential that focuses on 
policy and environmental change. 
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There are at least seven areas of interest. Excessive weight gain 
during pregnancy, Type 2 diabetes or gestational diabetes during 
pregnancy, and tobacco use during pregnancy all predispose to 
early childhood obesity. We also believe that control is going to re- 
quire an increased intake of fruits and vegetables, a reduced intake 
of high-energy density foods such as fast foods, reduced intake of 
sugar sweetened beverages, reduced time spent viewing television, 
increased rates of breast feeding and increased rates of physical ac- 
tivity. Those are the target behaviors. Those are not the strategies 
that are necessary to implement those. 

So that, for example, with respect to increasing rates of breast 
feeding, we need to implement policies and environmental supports 
in maternity care settings, implement the same policies and envi- 
ronmental supports in the work site, and develop State and na- 
tional breast feeding coalitions to improve support for breast feed- 
ing. 

Now, I would like to turn to three examples, one in day care or 
child care, one in schools and one in communities as examples of 
innovative strategies. One of the most innovative strategies is the 
New York City Group Day Care Initiative which calls for the provi- 
sion of no sugar-sweetened beverages for children in group day 
care; limits to 6 ounces of 100 percent juice per day; 1 percent of 
low-fat milk for children over the age of 2; water available at all 
meals; increased rates of physical activity, 60 minutes, which is the 
requirement for children; and limits on television time. 

Now, the combination of these multiple targets and these mul- 
tiple strategies in a day-care setting is likely to have a significant 
impact on the prevalence of obesity, not to mention the health of 
these children. A notable example of a school-based initiative has 
occurred in Mississippi where 65 school districts have replaced 
deep fat fryers with oven steamers, thereby reducing the calorie 
and fat content of the foods served to children. In addition, Mis- 
sissippi has made major improvements in decreasing the avail- 
ability of sugar-sweetened beverages and other high-calorie foods. 
They are now a leader in terms of school initiatives in the country. 

And then finally, with respect to community initiatives, the 
American Recovery and Reinvestment Act has allowed us to begin 
to invest in community and State-Level changes that address these 
strategies. And at the time of the weight of the nation, we released 
an MMWR, a morbidity and mortality weekly report entitled “Rec- 
ommended Community Strategies and Measurements to Prevent 
Obesity in the United States. And these strategies focus on the in- 
creased availability of healthy food, decreased access to less health- 
ful foods, increased access to recreation facilities, and increased 
physical education programs in schools. There are a total of 24 of 
those strategies which we would be happy to share with you. 

In closing, children are our most precious resource and obesity is 
a major threat to their health and to the costs of health care in the 
United States. We are seeing progress, but the opportunity now ex- 
ists through the American Recovery and Reinvestment Act and 
other innovative programs to begin to reverse this epidemic. Thank 
you for this opportunity. 

Mr. Pallone. Thank you. Dr. Dietz. 

[The prepared statement of Dr. Dietz follows:] 
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Introduction 

Chairman Pallone and members of the Subcomnattee, thank you for the opportunity to provide 
this statement for the record for today's hearing oh innovative practices to prevent childhood 
obesity. I am Dr. Bill Dietz, Director, Division of Nutrition, Physical Activity, and Obesity, 
located in CDC’s National Center for Chronic Disease Prevention and Health Promotion. My 
statement provides you with an overview of the childhood obesity epidemic and examples of 
innovative approaches to combat this epidemic. 

Background 

John F. Kennedy once wrote, “Children are the world's most valuable resource and its best hope 
for the future.”' He went on to remark on the “tragedy of millions of children lacking , . , proper 
nutrition” and “subjected to the handicaps and uncertainties of a low-income, substandard 
environment.” Today, improper nutrition, along with physical inactivity and television time, are 
underlying factors for the approximately 1 2.5 million^ cases of childhood obesity. The built 
environment — those places where children live, learn, and play — is frequently substandard, 
reducing children’s opportunities to access available, affordable healthy foods and beverages as 
well as safe places to be active. This is especially the case for children from low-income or 
racial and ethnic minority families. 


1 Letter from John F. Kennedy to UNICEF, Jttly 1945, 

www.iilclibrarv.org/Histoi'icaHResources.'Archives'Rcference+Desk .tU N1CE Fr.AnDeal.htm 

2 In 2006, tliere were 73.7 million U.S. children and the prevalence of childhood obesity was approximately 17 
percent, Federal Interagency Forum on Child and Family Statistics, 

http://www.childstats .g ov/AMERlCASCHlLDREN/nress release.asn and the Centers for Disease Control and 
Prevention, http:.7'www,cdc-gov/HeailhvYouth/obesjtv/inde,X.htm 
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At every stage of life, eating a nutritious, balanced diet and staying physically active are 
essential for health and well-being. This is especially true for children and adolescents who are 
developing the habits they will likely maintain throughout their lifetimes. CDC is monitoring 
national trends, developing policy and environmental strategies, and implementing innovative 
practices related to six target areas — increasing fruit and vegetable consumption, physical 
activity, and the initiation and duration of breastfeeding, and decreasing television viewing, 
consumption of energy dense, low nutritional value foods, and consumption of sugar-sweetened 
beverages. Through these activities CDC is striving to create supportive, healthful environments 
for children and their families to experience positive health outcomes throughout their lives. 

Childhood obesity is an epidemic in the United States, one that is negatively impacting the 
physical and emotional health of our children, their families, and society as a whole. Obesity in 
children is defined using the Body Mass Index (BMI), a calculation of a child’s height and 
weight as adjusted for gender and age based on CDC’s Growth Charts for the United States. A 
child is considered overweight if his or her BMI is between the 85* and 95* percentiles, and 
obese if his or her BMI is greater than or equal to the 95* percentile. 

The prevalence of obesity among American youth increased significantly between the 1980’s 
and tlie present decade. Between 1 976 and 1 980, approximately 5 percent of youth 2 to 1 9 years 


- 3 - 
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of age were obese. ^ In 2006, the rate had increased to 16.3 percent. Obesity among children 
aged 2 to 5 years doubled, increasing from 5 percent in 1980 to 12.4 percent in 2006; among 
children 6 to 1 1 it doubled, increasing from 6.5 percent to 17 percent; and it tripled among 
adolescents aged 12 to 19, increasing from 5 percent to 17.6 percent.'* 31.9 percent of children 
and adolescents aged 2 through 19 years were found to be overweight or obese, with BMl at or 
greater than 85 percent.^ Furthermore, 1 1 .3 percent of children and adolescents aged 2 through 
1 9 years were found to be severely obese, that is, their BMI was above the 97th percentile.*’ 
CDC’s Youth Risk Behavior Survey also records data about obesity among 9**' through 1 2**' 
graders. The percentage of 9th through 1 2th graders who were obese increased from 1 999 
(10.7%) to 2007 (13.0%); from 2005 to 2007, there was no significant change. 


There are disparities by race, ethnicity, and socioeconomic status in the prevalence of childhood 
obesity. In 2008, 14.6 percent of low-income, preschool-aged children were obese’ compared to 
approximately 10 percent of those from moderate- to high-income families.* Among males aged 
12 to 19, 22.1 percent of Mexican American were obese, 18.5 percent on Non-Hispanic blacks 
were obese, and 17.3 percent of Non-Hispanic whites were obese. Among females aged 12 to 19 


3 Obesity Prevalence, Centers for Disease Control and Prevention, Division of Nutrition, Physical Activity and 
Obesity, (children 2-5 years, 5 percent, children 6-1 1 years, 6.5 percent, children 12-19 years, 5 percent). 
httpi/.-'www.cdc.^ov/nccdphp.'dnpa/ 'ob csity /c hildhood/prevalencc.htm . last visited March 20. 2009. 

4 Ogden CL, Carroll MD, Flegal KM. High Body Mass Index for Age among US Children and Adolescents, 2003- 
2006. JAMA. 2008;299(20):2401-2405. 

5 Ogden CL, MD Carroll, KM Flegal. High Body Mass Index for Age among US Children and Adolescents, 2003 - 
2006. JAMA. 2008;299(20):2401-2405. 

6 Ogden CL, MD Carroll, KM Flegal. High Body Mass Index for Age among US Children and Adolescents, 2003 - 
2006. JAMA.2008;299(20):2401-2405. 

2 CDC. Obesity Prevalence ainOntt Low-Income, Prejichool-Aged Children — United States, 1998-2008 [pdT 1 M] 
Morbidity & Mortality Weekly Report 2009; 58(28);769-773. 

8 Polhamus B, Thompson D, Dalenius K, Borland E, Smith B, Grummer-Strawn L. Pediatric Nutrition Surveillance 
2004 Report. Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention; 
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years, obesity prevalence was higher among non-Hispanic Blacks (27,7 percent) and Mexican 
Americans (19.9 percent) compared to non-Hispanic whites (14.5 percent).’ 

One recent observed trend in national data is an apparent leveling (no statistically significant 
increase or decrease) in obesity rates for boys and girls 2-19 years of age, and among U.S. 
children under 5 years of age participating in the Women, Infants and Children (WIC) 
Supplemental Nutrition Program'® and a plateau among the nation’s children who are classified 
as overweight. Although promising, this plateau is not associated with a decrease in obesity 
rates among the nation’s children; 16 percent of children aged 2 to 19 remain obese. 


Childhood obesity can become a chronic condition affecting the individual and his or her family 
throughout his or her lifetime, Overweiglit children and adolescents are more likely to be 
overweight or obese as adults. One study found that after age 6, obese children have a greater 
than 50 percent chance of becoming obese adults, regardless of parental obesity status. " In 
another study, obese adults who experienced childhood obesity before the age of 8 were more 
severely obese (had higher adult BMI) than individuals who became obese as teenagers or 
adults.'^ Adults who were obese as children may have earlier onset of co-morbidities (e.g., 
diabetes, cardiovascular disease, some cancers) and prolonged health effects from these co- 


2006. 

9 Ogden CL, Flegal KM, Cairoll MD, Johnson CL. Prevalence and trends in ovenveiglit among U.S. children and 
adolescents, \999-~2Qm. JAMA 2002;288:1728-1732. 

10 Polhamus B, Dalenius K, Borland E, Mackintosh H, Smith B, Grummer-Strawn L. Pediatric Nutrition 
Surveillance 2007 Report. Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and 
Prevention; 2009. 

1 1 Whitaker RC, Wright JA, Pepe MS, Seidel KD, Dietz WH. Predicting Obesity in young adulthood from 
childltood and parental obesity. N Engl J Med 1997;337(I3): 869-73. 

12 Relationship of Childhood Obesity to Coronary Heart Disease Risk Factors in Adulthood: The Bogaliise Heart 
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morbidities and other conditions (e.g,, arthritis, reproductive health complications, memory 
loss). A 2007 study reported that 70 percent of obese young people already had at least one 
additional risk factor for cardiovascular disease, while 39 percent had at least two additional risk 
factors. And consider Type 2 Diabetes Mellitus (T2DM), historically referred to as ‘adult- 
onset’ diabetes. Type 2 Diabetes Mellitus was virtually unknown in children and adolescents 20 
years ago; now although the prevalence remains low, children and adolescents account for 
almost 50 percent of new cases of T2DM in some communities.'* 

Economics of Obesity: Implications for Expenditures 

Preventing childhood obesity has significance not only for individuals’ health but also for the 
U.S. health care system. The care and treatment of obesity and its co-morbidities over the 
lifespan can be costly. Data from the 1 998 and 2006 Medical Expenditure Panel Surveys 
(MBPS) revealed that obesity increased medical costs by 37 percent in 1998 and 2006, 
regardless of the payer source; indeed, “across all payers, obese people had medical spending 
that was $1,429 greater than spending for normal-weight people in 2006;”'® in 1998, that cost 
was $1,145 greater. These data showed that, among Medicare-paid claims, non-inpatient services 
and pharmaceuticals were the primary drivers of expenditures with costs exceeding $600 per 
year per obese beneficiary compared to normal-weight persons; among Medicaid claims. 

Study. Pediatrics, 2001;10S(3): 712-718. 

13 Ferraro, K.S., R.J. Thorpe Jr., and.l.A. Wilkinson. 2003, The Life Course of Severe Obesity: Does Childhood 
Overweight Matter? ./onrnn/s of Gerontology, Series B, Psychological Sciences and Social Sciences 58(2):S 110-19. 

14 Freedman DS, Mei 2, Srinivasan SR, Berenson GS, Dietz WH. Cardiovascular risk factors and exces,s adiposity 
among overweight children and adolescents: The Bogaln.sa Heart Study. J Pediatr. 2007 .Ian; l.S0(l):12-17.e2. 

15 American Diabetes Association (ADA). 2000. Type 2 Diabetes in Children and Adolescents. Pediatrics 105:671- 
80. 

16 Finkelstein EA, Trogdon ,IG, Cohen JW, Dietz WH. Annual Medical Spending Attributable to Obesity: Payer 
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prescription drugs were associated with a $230 annual increase in expenditures for obese 
beneficiaries compared to normal-weight beneficiaries; and, among private payers, the annual 
inci'ease was highest, accounting for a more than 80 percent difference between obese and 
normal-weight beneficiaries for prescription and non-inpatient services.'^ However, there were 
several limitations in developing these estimates and the analysis does not directly allow for 
apportioning spending across specific diseases, as some spending is attributable to other co- 
occurring diseases and may not be singularly related to obesity. An estimated $ 147 billion was 
spent in 2006 on obesity-related medical care expenditures, or approximately 9.1 percent of total 
annual medical expenditures.'* In 1998, obesity accounted for 6.5 percent of amiual medical 
expenditures. Consequently, per capita spending did not change significantly between 1998 and 
2006, but rather, the overall cost of treating obesity increased. This increase could be related to 
the greater prevalence of obesity among U.S. adults, more than 35% of whom are obese.'’ 

Preventing chronic diseases, mediating health consequences, and reversing the current obesity 
epidemic are essential to making our health system work both for the reduction in health care 
expenditures and the achievement of positive health outcomes, thereby reducing the need for 
expensive secondary and tertiary care. 


and Service Specific Estimates. Health AJfairs.lQC^-, 28(5)w822-w83 1 . 

17 Id 

1 8 Finkelstein EA, Trogdon JG, Cohen .IW, Dietz WH. Annual Medical Spending Attributable to Obesity: Payer 
and Service Specific Estimates. Health Affairs.2(^9; 28{5)w822-w831- 

1 9 CDC, National Center for Plealth Statistics. Prevalraice of overweight, obesity and extreme obesity among adults; 
United States, trends 1976-1980 through 2005-2006. last visited December 9, 2009. 
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Key Issues in Childhood Obesity Prevention 

Recent tracking data indicate that far too many children and their families do not have proper 
nutrition and physical activity as part of their daily lives. For example, the Physical Activity 
Guidelines for Americans recently released by the Department of Health and Human Services 
recommends that all young people ages 6 to 19 engage in 60 minutes of moderate to vigorous 
activity daily. Unfortunately, more than 82 percent of our young people do not meet this 
recommendation.^' One quarter of adolescents (24.9 percent) did not participate in 60 or more 
minutes of physical activity on any day.^^ Further, the 2005 Dietary Guidelines for Americans 
encourages all Americans to daily consume fruits and vegetables in amounts sufficient to meet 
their caloric needs based on age, height, weight, gender, and level of physical activity. However, 
between 1999 and 2007, the percentage of U.S. youth in grades 9 through 12 who reported eating 
fruits and vegetables five or more times per day declined from 23.9 to 21.4 percent.^’ 

Studies reveal additional confounding factors contributing to childhood obesity. Television 
viewing has contributed to sedentary lifestyles among our youth. NIH reported that, “Almost 
half of children aged 8-16 years watch three to five hours of television a day. Kids who watch 
the most hours of television have the highest incidence of obesity A 2002 study showed that 
more than 40 percent of low-income, preschool-aged children had a television in their rooms, 


http:,7w\v\v-cdc.gov/iichs.''data-licstatover\vcieht'ovcn\-cight adulLhiin 

20 2008 Physical Activity Guidelines for Americans, at htt p://\v'ww.heatth.gov./PAGuidelines/. last visited March 20, 

2009. 

21 CDC. Youth Risk Behavior Sui v e iliance— United States. 200 7. Morbidity & Mortality Weekly Report 
2008;57(SS-05):1-Oi. 

22 National Institutes on Health. Word on Health: Childhood Obesity on the Rise. June 2002. 
(http://vvww.njh.gov/news.'WordonHealth/iun2002/childhoodQbesitv.htm) last visited December 9, 2009. 
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and they spent 4 hours or more daily watching television.^ The impact of television on 
childhood obesity is likely mediated by the food advertisements directed at children, and the 
consumption of foods advertised on television. Several early life factors also contribute to 
childhood obesity. Maternal pre-pregnancy obesity is associated with several poor maternal 
health outcomes and has recently been linked to perinatal mortality and childhood obesity. 
Excess weight gain during pregnancy is associated with childhood obesity and, though the 
relationship is not clear, there is evidence to suggest that obese mothers are less likely to 
breastfeed and, separately, that children of obese mothers are more likely to become obese. 
Breastfeeding reduces the risk of early childhood obesity. Gestational diabetes also is associated 
with a greater incidence of childhood obesity,^'* as is maternal smoking during pregnancy,^* 

The fact that our nation’s youth do not meet physical activity and nutrition recommendations 
illustrates the need to develop public policies that create and support environments that allow for 
regular and routine physical activity and access to healthful foods for our youth. CDC has 
identified strategies to improve performance on these indicators. What is less clear, however, is 
how to address those confounding causes which require parental interventions. There are few 
proven policy and environmental supports related to the familial sphere. Media campaigns or 
other core prevention activities could offer some options for addressing this issue. Some 
employers have leveraged workplace initiatives to assist parents in modeling healthy behaviors 

23 Dennison BA, Erb TA, Jenkins PL. Television Viewing and Television in Bedroom Association with 
Overweight Risk among Low-Income Preschool Children. Pediatrics 2002;109(6)I028"1035. 

24 Lam MM, Dabelea D, Yin X, Ogden LG, Klingensmith GJ, Rewers M, Norris JM. Early-Life Predictors of 
Higher Body Mass Index in Healthy Children. Annuals ofNutrition and Metabolism 2009; 56(1): 16-22. 

25 Mamun AA, Lawlor DA, Aiati R, O’Callaghan MJ, Williams GM and Najman, JM. Does Maternal Smoking 
during Pregnancy Have a Direct Effect on Future Offspring Obesity? Evidence from a Prospective Birth Cohort 
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at home. In addition, recently implemented Healthcare Effectiveness Data and Information Sets 
(HEDIS) measures requiring physicians to conduct weight assessments and provide counseling 
for nutrition and physical activity for children and adolescents^'’ offers, as a by-product, the 
opportunity to link medical care providers with community services. Armed with lists of schools 
allowing after-hours use of athletic facilities, lists of local fanner’s markets, and lists of nutrient- 
rich foods, for example, providers can share resources with parents to create healthy home 
environments. 

Innovative Practices 

SuocessM efforts to combat childhood obesity require a multi-pronged approach aimed at 
improving population-level indicators of health. These efforts also require the involvement of 
not just CDC and the federal government, but also states, localities, and our national and local 
partner organizations. Coordinating our efforts across sectors, including education, agriculture, 
and transportation, and leveraging our resources to affect policy and environmental changes is 
necessary if we want to see obesity trends decrease. One such partnership is between CDC, the 
United States Department of Agriculture, and the United States Department of Education in a 
joint project called Making It Happen! School Nutrition Success Stories. The report from this 
partnership describes the work of 32 grade K-12 schools and school districts from across the 
United States to implement innovative strategies to improve the nutritional quality of foods and 
beverages sold outside of federal meal programs. Another example is CDC’s collaboration with 
the U.S. Department of Transportation, the American Public Health Association, and 

Study. American Journal of Epidemiology, 2006; 64(4);317-325. 

26 National Commission on Quality Assurance, HEDIS 2010 Measures, 
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Transportation for America on a project focusing on the nexus between transportation and 
health, especially as it relates to obesity prevention. 

Many cities and localities have started their own childhood obesity initiatives, including New 
York City’s Department of Health and Mental Hygiene. The city developed and implemented a 
regulation that specifically improves the nutritional and physical activity habits of children in 
New York’s childcare programs. The regulation prohibits the availability of sugar-sweetened 
beverages; permits only 6 oz, of 100 percent juice per full-day session for children aged 8 
months or older; permits children aged 1 to 2 years to have whole milk and then limits milk to 1 
percent fat or less for children 2 years of age or older; requires water to be available and 
accessible to children throughout the day and served with meals; requires children aged 1 year 
and older to participate in 60 minutes of physical activity per day and children aged 3 years or 
older to participate in 30 to 60 minutes of structured physical activity per day; restricts television 
viewing for children under 2 years of age; and limits television viewing by children 2 years of 
age or older to no more than 60 minutes per day of educational programming or programs that 
actively engage children in movement. 

Another example can be found in Florida, where the Pinella.s County Childcare Licensing Board 
requires a minimum of 30 minutes of physical activity, 5 days per week, for all children as a 
condition of childcare licensure. And in 2008, the state of Florida passed a law requiring each 
school district to provide 1 50 minutes per week of physical education for students in grades K to 


(www.ncqa.ofg.''Porta!s/0/Hi£PlSOM/{-lEDlS20I0.'’20l0 Measures.pdf) last visited December 9, 2009. 
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5, and for students in the 6* grade when the school has one or more elementary grades. 
Beginning with the 2009-2010 school year, the equivalent of one class period per day of physical 
education for one semester of each year is required for students in grades 6 through 8. The 
effect of these policies is a coordinated effort across jurisdictions and sectors to increase daily 
physical activity for all children from pre-school through the 6''' grade. As a result, many 
children in Pinellas County now meet the national recommendation of 60 minutes of physical 
activity daily. 

Mississippi has worked with CDC and other partners to strengthen the state’s efforts to improve 
the health of its youth through school health initiatives. Sixty-five Mississippi school districts 
have replaced deep-fat fryers with combination oven-steamers, decreasing the amount of high- 
calorie, high- fat foods served in schools. In addition, in just two years, Mississippi reduced the 
percentage of secondary schools that allowed students to purchase soda or fruit drinks (other 
than 100 percent juice) from 78 percent in 2006 to 25 percent in 2008. 

In Pittsburgh, Pennsylvania, the YMCA of the USA’s Pioneering Healthier Communities, with 
support from CDC, has given children and families with low incomes access to low-cost fhaits 
and vegetables. Its leadership team partnered with Good Apples, the world’s first full-scale 
online produce retailer, which sells high-quality fruits and vegetables for up to 40 percent less 
than supermarket prices. Five markets that buy produce from Good Apples have been 
established in YMCA after-school programs that serve under-resourced communities. As a 
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result, 5,500 children from diverse backgrounds and more than 1,000 teenagers from families 
with low incomes have access to healthy foods each week. 

Next Steps: Informing Programmatic Efforts 

HHS is implementing the Communities Putting Prevention to Work (CPPW) program as part of 
the American Recovery and Reinvestment Act. Through CPPW, CDC will fond communities, 
states, and territories to advance nutrition, physical activity, and obesity-related policy and 
environmental strategies with the goal of reducing obesity by up to 2% for adult and youth ages 
2-18, thus reversing long term trends. 

As they move forward in implementing the program, CPPW grantees have the CDC resource 
Recommended Community Strategies and Measurements to Prevent Obesity in the United States 
to guide their efforts. This report contains 24 recommended obesity prevention strategies 
focusing on environmental and policy level change initiatives that can be implemented by local 
governments and school districts to promote healthy eating and active living. In addition, to 
assist local governments, states, and policy makers in implementing the obesity prevention 
strategies, a detailed Implementation and Measurement Guide is also available. The guide 
includes measurement data protocols, a listing of useful resources, and examples of communities 
that successfully implemented each obesity prevention strategy. These evidence-based 
interventions provide a rich opportunity to conduct surveillance of state and community 
investments in prevention practices and to evaluate the efficacy and impact of those practices. . 
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These important strategy and measurement resources were released at CDC’s inaugural 
conference on obesity prevention and control, called Weight of the Nation, in My 2009. With 
over 1,000 people in attendance, the conference provided a forum to highlight progress in the 
prevention and control of obesity through policy and environmental strategies framed around 
four intervention settings: community, medical care, school, and workplace. 

Since Weight of the Nation, CDC continues to provide technical assistance to states, local 
governments, and communities on nutrition, physical activity, and obesity-related policy and 
environmental strategies to reduce population-level obesity rates. Examples of strategies that 
have the potential to decrease the prevalence of youth obesity include: 

o Seeking to eliminate so-called “food deserts” in urban and underserved areas where there 
is little or no access to healthy foods; 

o Expanding public transportation services and improve road conditions to allow for non- 
vehicle transit; 

0 Expanding physical activity opportunities; 

o Improving and increasing access to healthy foods in schools and communities; and 
o Exploring ways to minimize the negative impact on young people’s health of food and 
beverage marketing. 


Since 1979, the Healthy People planning process has set and monitored science-based 10-year 
national objectives for promoting health and preventing disease. These national health 
objectives meet a broad range of health needs, encourage collaboration across sectors, guide 
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individuals toward making informed health decisions, and measure the impact of the 
government’s prevention activities. The development process strives to maximize transparency, 
public input, and stakeholder dialogue to ensure that Healthy People is relevant to diverse public 
health needs and seizes opportunities to achieve its goals. Drawing on the expertise of a 
Secretary's Advisory Committee on National Health Promotion and Disease Prevention 
Objectives for 2020, a Federal Interagency Workgroup, and structured public input, Healthy 
People 2020 will provide a framework to address risk factors and determinants of health and the 
diseases and disorders that affect our communities in the decade ahead. Proposed and 
developmental Healthy People 2020 objectives, including objectives for nutrition and weight 
status and for physical activity and fitness, are available for public comment through December 
3 1 , 2009. Final Healthy People 2020 objectives will be launched in late 2010. 

Conclusion 

No single cause or factor has been identified for the epidemic of obesity among children and 
adolescents. Indeed, many factors have contributed to the unfavorable trends in physical activity 
and nutrition that have fueled the obesity epidemic — meaning that multiple strategies are 
required to reverse the epidemic. 

We have learned a great deal about effective strategies for promoting physical activity and 
healthy eating among young people. Our challenge now is to implement what we know through 
the active support and involvement of all sectors of society at the community, state, and national 
levels. 


- 15 - 



22 


CDC is committed to doing all that we can to help our young people enjoy good health, both 
now and throughout their lives. 1 thank you for your interest and the opportunity to share 
information about the childhood obesity epidemic, I would be happy to answer any questions. 
Thank you. 
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Mr. Pallone. Dr. Huang. 

STATEMENT OF TERRY T-K HUANG 

Mr. Huang. Mr. Chairman and members of the committee, thank 
you very much for the invitation to testify today. I am pleased to 
be here today to share with you some of our recent research and 
some of our plans for addressing this multifaceted problem as we 
move forward. 

The NIH recognizes that to really make a difference on childhood 
obesity, research should address the broader system in which chil- 
dren learn, play, live, and obtain health care. Such a systems-ori- 
ented framework will need to link biological factors of obesity with 
social, environmental and policy factors that influence children’s 
diet and physical activity. Over the last few years, research has 
demonstrated the important impact of the physical, social, and eco- 
nomic environments on the obesity epidemic. For example, neigh- 
borhoods with lower socioeconomic status have less access to safe 
settings for physical activity which is associated with decreased 
physical activity levels and higher prevalence of obesity. Other 
community characteristics, such as the lack of public transpor- 
tation or land use and zoning issues, can also contribute to de- 
creased opportunities for physical activity. 

In addition, there is research showing that the availability of and 
access to healthy foods are important. Areas that are food hazards 
or areas with a high density of fast food, relative to other res- 
taurant choices, are associated with a higher prevalence of over- 
weight and obesity. 

Research has also shown that economic factors such as food mar- 
keting and pricing are critical as they can influence the purchase 
and consumption of nutrient-poor but energy-dense foods. 

To accelerate research progress and translate research findings 
into effective solutions, the NICHD, in partnership with a number 
of other NIH Institutes and offices, the CDC, and the Robert Woods 
Johnson Foundation, came together to form the National Collabo- 
rative on Childhood Obesity Research earlier this year. NCCOR is 
designed to coordinate and synergize the funding efforts from mem- 
ber organizations to avoid duplication of efforts and to pool re- 
sources for large, ambitious projects that bring us closer to effective 
and sustainable solutions. 

For example, NCCOR recently launched the Envision Project, 
which aims to help us understand the complexity of the childhood 
obesity problem, and virtually tests environmental and policy inter- 
ventions through sophisticated computational systems models. 

NCCOR also will soon be beginning beginning funding in a na- 
tionwide study to determine the effectiveness of existing company- 
based strategies and programs, using a common evaluation ap- 
proach. Some of those communities might be the era of funded com- 
munities that Dr. Dietz talked about, for example. 

In addition, a consortium of prevention and treatment trials that 
simultaneously target multiple settings in which children learn, 
play, live and/or seek health care will be funded this year. 

Other recent research programs of note include initiatives on en- 
couraging community-based partnerships of obesity researchers 
with local or State-Level policymakers, and research on school and 
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community policies that impact obesity-related behaviors and out- 
comes. 

Funding received by NIH under the American Recovery and Re- 
investment Act has also created opportunities for innovative re- 
search. One NICHD example is a unique weight maintenance 
study with strong focus on children’s social environment that aims 
to help children who have achieved weight loss to maintain their 
reduced weight. 

To conclude, it is important to note that the childhood obesity 
problem is linked not only to children’s and parents’ behavior, but 
also, more importantly, to social and economic development and a 
number of policy areas outside of the traditional public health 
sphere. Thus, we need to deal with obesity as a systems issue, not 
just a health issue. We need to invest resources into research that 
is systems-oriented, multilevel, and cross-disciplinary, and include 
partners from all sectors of our society to generate effective and 
sustainable solutions. 

The solution to the childhood obesity problem will require a co- 
ordinated, collaborative, and multisectoral strategy that includes 
strong actions from the government, industry, community and fam- 
ily. Together we need to create an environment that not only favors 
trade and economic productivity, but it also takes into account the 
long-term health of the population. Until both healthy eating and 
physical activity become naturally embedded in everyday life, there 
is little chance that the childhood obesity toll in the U.S. and 
around the world will diminish. 

Thank you. I would be happy to answer any questions. 

Mr. Pallone. Thank you. Dr. Huang. 

[The prepared statement of Mr. Huang follows:] 
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Mr. Chairman and members of the Committee, I would like to thank you for the 
invitation to testify concerning the extremely important health issue of childhood obesity. 
My name is Dr. Terry Huang, and I am the Director of the new Obesity Research 
Strategic Core at the Eunice Kennedy Shriver National histitute of Child Health and 
Human Development (NICHD) at the National Institutes of Health (NIH), an agency of 
the Department of Health and Human Services. I am pleased to share with you and the 
Committee some recent research on childhood obesity and some of our plans for 
addressing this multi-faceted issue as we move forward. 

Childhood obesity is a major and persistent public health burden. The percentage 
of children and teens in the United States that are overweight and obese has more than 
doubled in the past 30 years. Today, one-third of children in this country aged 2-19 years 
are overweight or obese and the prevalence is even higher among minority children. 
Childhood obesity is now a global problem. The World Health Organization estimates 
that, worldwide, 22 million of children under 5 years of age are overweight. Treatment 
for overweight children is difficult. Obesity in childhood often leads to obesity in 
adulthood, resulting in serious medical consequences, such as heart disease, type 2 
diabetes, liver and kidney diseases, some forms of cancer, depression, and other 
debilitating conditions. In addition, the economic consequences of obesity are enormous 
for families, the American workforce, and the health care system. According to a recent 
analysis from the Research Triangle Institute, the total medical cost of obesity in the U.S. 
is $147 billion per year and this figure is likely to grow unless we aggressively address 
the problem now. 
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The NBH recognizes that to really make a difference on childhood obesity, 
research should address the broader system in which children leam, play, live, and obtain 
health care. Such a systems-oriented framework will need to link biological fectors of 
obesity with socio-environmental and policy issues that influence children’s diet and 
physical activity. Over the last few years, research funded by the NICHD and other NIH 
Institutes and Centers has demonstrated the important impact of the physical, social, and 
economic environmente on the obesity epidemic. For example, using data from the 
National Longitudinal Study on Adolescent Health (“Add Health”), neighborhood 
characteristics are shown to be associated with adolescents’ health behavior and 
outcomes. Neighborhoods with lower socioeconomic status have less access to safe 
settings for physical activity, which is associated with decreased physical activity levels 
and higher prevalence of obesity among adolescents. Other community characteristics, 
such as the lack of public transportation and land use and zoning issues, can also 
contribute to decreased opportunities for physical activity. In addition, there is research 
showing that the availability of and access to healthy foods are important. Areas with a 
high density of fast-food relative to other restaurant choices are associated with a higher 
prevalence of overweight and obesity. Research also has shown that economic factors 
such as food marketing and pricing are critical as they can influence the purchase and 
consumption of low- vs. high-calorie foods. 

To accelerate research progress and translate research findings into effective 
solutions at the societal level, the NICHD, in partnership with a number of other NIH 
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Institutes and Offices, the Centers for Disease Control and Prevention, and the Robert 
Wood Johnson Foundation, came togeflier to launch the National Collaborative of 
Childhood Obesity Research (NCCOR) in February 2009. NCCOR is designed to 
coordinate and synergize the funding efforts from member organizations, to avoid 
duplication of efforts, and to pool resources for large, ambitious projects that bring us 
closer to effective and sustainable solutions for the childhood obesity problem. For 
example, NCCOR recently launched the Envision project ($15 million), which aims to 
help us understand the complexity of the childhood obesity problem and virtually test 
environmental and policy interventions through sophisticated computational, systems 
models. During this fiscal year, NCCOR will also begin funding ($30 million) a 
nationwide study to determine the effectiveness of existing community-based strategies 
and programs using a common evaluation approach. In addition, a consortium of 
prevention and treatment trials that simultaneously target multiple settings in which 
children learn, play, live, and/or seek health care will be funded this year by the National 
Heart, Lung, and Blood Institute and the MCHD ($55 million), both founding members 
of NCCOR. These programs have all been facilitated or made possible because of the 
collaborative structure of NCCOR. 

Other important NIH research programs of note include recent program 
annoimcements on encouraging community-based partnerships of obesity researchere and 
local or state-level policymakers, and research on school and community policies that 
impact obesity-related behaviors and outcomes. Because we now recognize that health is 
a product of so much more than individual behaviors alone, through the NCCOR 
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partnerahip, the NIH is now rapidly expanding its research portfolio to address solutions 
to complex public health problems such as childhood obesity that will have a large and 
long-lasting impact at the population level. 

Finally, the NICHD has designed and is implementing an after-school program, 
known as Media Smart Youth, for young adolescents aged 1 1 - 13 to help teach them 
about the complex media and marketing they face every day, and how it can affect their 
health, especially by encouraging certain choices in the areas of nutrition and physical 
activity. It teaches young people to become critical thinkers, to analyze and evaluate the 
media messages with which they are bombarded, and to create their own messages that 
encourage smart and positive choices. This program is part of the larger Ways to 
Enhance Children’s Activity and Nutrition (We Can!) program, a collaboration of 4 
Institutes at the NIH that offers science-based educational and training tools to promote 
improved food choices, increased physical activity, and reduced “screen time" 

(television, videogames, etc.) for children and families at nearly 1,200 sites across the 
U.S. and 9 other coimtries. 

Funding received by the NIH under the American Recoveiy and Reinvestment 
Act (ARRA) created many new opportunities to fund new, innovative research. NICHD 
and several other Institutes and Centers are using ARRA funds to support a number of 
studies of early interventions to enhance a child’s efforts to achieve and maintain a 
healthy weight, critical to reducing lifetime risks of overweight and obesity. A few 
NICHD examples include a project that will test whether giving fish oil to overwei^t 
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and obese pregnant women will decrease excessive accrual of fat in the fetus; the aim of 
another is to develop an effective parenting intervention to teach parents how to improve 
their children’s diets and lower their obesity risk; and still another is focused on 
determining clinically whether a specific behavior intervention can help children who 
achieved short-term wei^t loss to maintain their healthy weight. 

To conclude, it is important to note that, just as recognized by the World Health 
Organization, the childhood obesity problem is linked not only to children’s and parents’ 
behavior, but also more importantly to social and economic development and a number of 
policy areas outside the traditional public health sphere. Thus, we need to deal with 
obesity as a systems issue, and not simply a health issue; invest resources into research 
that is multilevel and cross-disciplinary; and include as partners all sectors of our society 
to generate effective and sustainable solutions. The solution to the childhood obesity 
problem will require a coordinated, multi-sectoral strategy that includes strong actions 
fi:om the government, industry, community, and family. Together, we need to create an 
environment that not only favors trade and economic productivity, but that also takes into 
account the long-term health of the population as well. Until both healthy eating and 
physical activity become naturally embedded in everyday life, there is little chance that 
the childhood obesity toll in the U.S. and around the world will diminish. 

Thank you again for the opportunity to testify. I would be pleased to answer any 
questions you may have. 
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Mr. Pallone. And now we will have questions for the panel. And 
I will start out by recognizing myself. What I am going to say I 
guess is kind of a cliche, but I love to use stories or personal stories 
to sort of make a point when I can. 

What you said, Dr. Huang, and I totally agree, is we need strong 
action. But the question is, a lot of these things are so personal in 
nature, not necessarily viewed by the American public as some- 
thing that the Federal Government gets involved in. So I guess my 
question always is to what extent can the Congress legislate or pro- 
vide funding that is meaningful. 

Let me just give you my story. I always think about my grand- 
parents because they were Italian American immigrants and they 
came from Italy. And my grandfather lived to be I think 96 or 98. 
Was always thin. And he would literally have a garden in the back- 
yard, raise the things that he would eat, not completely, but a lot 
of the stuff. My grandmother would can the goods, put the toma- 
toes and peppers and everything in the jars. So much of what they 
ate was just grown by them in their backyard, and then they 
would — even in the winter they would have it, because they would 
can it or whatever and preserve it. And they never went out. I re- 
member my grandmother like had an aversion to ever going out to 
a restaurant. I can never remember her going to a restaurant ever, 
or doing takeout. I don’t even know if it existed to them. But it just 
didn’t occur. OK? 

Today it is just the opposite. When I go home, we are always 
looking to go for takeout. I have teenage kids. They are always 
looking to go to McDonald’s. It is just the whole nature of the life- 
style has changed. 

And I was mentioning Native Americans that — one of the highest 
incidents of diabetes is with the Pima people. And I have been out 
to the Pima reservation, to the Tohono O’Odham in Sells, Arizona, 
which is another Pima people. And that is where I would see — 
every year that I would go, there would be lower and lower — the 
kids would get diabetes at a younger age. And what they would tell 
me was that historically they were a desert people. They would 
gather in the desert everything they ate. It is was a very different 
diet. Now they are eating all processed foods. 

Now, the question really is, we can’t go back. You are not going 
to take people back to the old days. Are there things we can do 
now, though, that recreate that? Like, for example, with the 
Tohono O’Odham, it was suggested that they start like a vitamin 
supplement program. And then there was a nonprofit called TOGA, 
T-O-C-A, that started trying to get people to grow some of the tra- 
ditional foods through a local cooperative. We can’t go back to what 
life was like 30, 40 years ago when people were healthier in terms 
of what they ate. But on the on the other hand, what is the role 
of the Federal Government? Because so many of these things are 
personal, they are not necessarily — it is lifestyle. I know it was a 
broad question. 

Mr. Huang. Well, thank you for your question and comment, Mr. 
Chairman. I think your point is well taken. I think research has 
clearly shown that along with social and economic changes, as you 
have mentioned, many aspects of our lifestyle have changed and 
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many aspects of our environment have changed to result in the life- 
style that we have today. 

So I think what the collection of research is suggesting what we 
need to do is to really somehow think about making the environ- 
ment conducive for people to have healthy eating and physical ac- 
tivity hahits. So I think in a way, you can think it of as giving peo- 
ple the full gamut of choices so that people can truly exercise per- 
sonal responsibility. If families don’t have access to healthy foods 
in their neighborhood, because there is no supermarket or there is 
a lack of variety of food outlets, then they don’t really have the op- 
tion to even exercise the full range of personal choice. 

Mr. Pallone. That goes back to the other thing I mentioned. 
When I was growing up in the neighborhood where my father still 
lives, and where our congressional office is, there was a school that 
had a playground. The school closed. No playground anymore. The 
Y closed because they didn’t have enough money. 

And that is what is happening. In a lot of the urban areas or 
poor areas — and this isn’t really a poor area, I am not suggesting 
that, but it is not a high-income area. A lot of the nonprofits and 
the educational institutions that had these recreational opportuni- 
ties have sort of dried up for lack of funds. They are more likely 
to build a Y in a suburban area than they are in an urban area. 
At least I have never done a survey, but it seems that way. 

Mr. Huang. I think there are a lot of promising actions that are 
taking place on the ground right now, and I think our second panel 
will illustrate some of those very promising approaches. Reintro- 
ducing food to areas where — that are considered food deserts, for 
instance. We are going to hear from someone in Pennsylvania later 
today on that issue. 

Right in D.C., you see a resurgence of neighborhoods, increased 
mixed land use, so people are walking more, they are getting more 
physical activity. These are all, I think, really promising ideas that 
are in keeping with advancing progress, but at the same time, 
building back physical activity opportunities and healthy food op- 
portunities back into our daily lives. And I think these are prom- 
ising opportunities. 

We definitely need to do more research. We need to monitor and 
evaluate what effects these changes will have on people’s behavior 
and health outcomes. But I think that there are promising solu- 
tions that are already taking place and there is a lot of that, I 
think, all sectors of society can do from the government all the way 
down to the individual family and children. 

Mr. Pallone. All right, thank you. The gentleman from Pennsyl- 
vania, Mr. Pitts. 

Mr. Pitts. Thank you, Mr. Chairman. 

Mr. Pallone. You still have — I have been in your district. You 
still have a lot of farms and healthy foods there. 

Mr. Pitts. Farmers markets and a lot of canning. The Amish and 
Mennonites do a lot of that. With unanimous consent, I would like 
to submit my opening statement for the record. 

Mr. Pallone. Without objection, so ordered. 

[The prepared statement of Mr. Pitts follows:] 
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Rep. Joseph R. Pitts 
Opening Statement 

Energy and Commerce Committee Subcommittee on Health 
Hearing on “Innovations in Addressing Childhood Obesity” 
December 16, 2009 


• Mr. Chairman, thank you for convening this important hearing. 

• As we’ve all heard, the prevalence of childhood obesity is rising, and those 
who are obese as children and adolescents are more likely to become obese 
as adults. 

• According to the CDC, my home state of Pennsylvania has a 27.7% obesity 
rate - up 6.5% since 2000. 

• Obesity puts individuals at a higher risk for a number of diseases, including 
coronary heart disease, stroke, some cancers, hypertension, high blood 
pressure, and Type 2 diabetes, among others. 

• The costs of obesity are felt not only in individuals’ quality of life and 
health, but in the skyrocketing medical costs our country is confronting. 

• One study has found that our country spends as much as $ 147 billion a year 
in health care costs related to adult obesity, and that is only expected to 
grow. 

• Mr. Chairman, I look forward to hearing the thoughts and testimony of our 
witnesses, and their suggestions for how we can combat obesity, especially 
among children, as we go forward. 

• And, I would especially like to welcome Jeremy Nowak, President and CEO 
of the Reinvestment Fund, which is based in Philadelphia. 

• The Reinvestment Fund manages the Pennsylvania Fresh Food Financing 
Initiative, along with the Food Trust, and the state of Pennsylvania. 
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• I look forward to hearing about their successes in my state and learning what 
lessons we can apply nationwide. 

• Thank you, and I yield back my time. 


2 



35 


Mr. Pitts. Thank you, Dr. Dietz. In your testimony, you men- 
tioned that the obesity trend is leveling for boys and girls ages 2 
to 19. What factors do you think are contributing to that leveling? 

Dr. Dietz. I wish we knew with some specificity. 

Mr. Pallone. Maybe it is a good time for me to mention we are 
going to have four votes. But I am going to try to get a couple more 
questioners in before we break. 

Dr. Dietz. Sure. I wish we knew with some specificity what was 
accounting for the plateau. By way of analogy, what we saw with 
tobacco was a steady acceleration of per-capita tobacco use, until 
awareness began about the adverse effects of tobacco, at which 
point cigarette smoking began to plateau. 

The attention given to obesity in the press recently and at all 
levels of government, I think, may have increased awareness of the 
adverse health impacts of obesity and changed behaviors in some 
ways that we don’t yet understand clearly. 

The other major development has been in schools. Our Division 
of Adolescent and School Health has shown very substantial 
changes in the reduction of the availability of unhealthful foods in 
schools which may have also been an important contributing factor. 
But it is important to emphasize all we have is a plateau. We don’t 
yet have in place the kind of environmental and policy initiatives 
that drove tobacco in the other direction. And those are the areas 
that we think we need to invest in with respect to obesity. 

Mr. Pitts. In your testimony, you mentioned that communities 
are putting prevention to work program. Can you elaborate further 
on this program? Has the program begun? 

Dr. Dietz. Sure. These are the American Recovery and Reinvest- 
ment Act funds that came to CDC for community and State initia- 
tives. We have received a very large number of applications from 
both States and communities to address either obesity through nu- 
trition and physical activity strategies, or tobacco, or both. I wish 
I could provide you with details about how those applications are 
distributed. But we see those as the most promising investment in 
understanding what works at the community level And that this — 
in my testimony, I included an outline of the target behaviors and 
some of the strategies that we think are necessary to accomplish 
those changes. And those initiatives or those suggestions have been 
shared with the communities applying for these funds, and we ex- 
pect those States and communities to implement these strategies. 
That will give us an opportunity to understand the intensity of the 
interventions necessary to control obesity and the combination per- 
haps of those interventions. 

Mr. Pitts. Thank you. 

Dr. Huang, in your testimony you mentioned the Envision 
Project, funded at $15 million. And the project aims to, quote, un- 
derstand the complexity of the childhood obesity problem and vir- 
tually test environmental and policy interventions through com- 
putational systems models. Can you elaborate a little bit on that? 

Mr. Huang. Sure. So this is a very nice example of cross-discipli- 
nary — transdisciplinary research where those of us on the public 
health side have begun to learn a lot about methods used, for ex- 
ample, in engineering, in computer science, where computational 
techniques to integrate very, very large and complex sets of data 
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simultaneously can be applied to very complex public health prob- 
lems such as obesity. And as we mentioned here today, obesity re- 
sults from a wide range of ideological factors, and research to date 
hasn’t really been able to integrate all of that information simulta- 
neously in analysis or design of interventions. 

So the idea of the Envision Project is to capitalize on our current 
computing power, to try to piece together the different aspects of 
the obesity puzzle; but, at the same time, to help us play with dif- 
ferent intervention techniques that are perhaps expensive and dif- 
ficult to implement because they are at a more macro-level, such 
as environmental modifications and policy changes — and to help us 
anticipate what are some of the intended and unintended con- 
sequences of those interventions in a virtual environment. And that 
information should provide great insight into what might be effec- 
tive or not, and in what context, before we go out there and imple- 
ment some of these large-scale interventions. 

So similar work has been done for example, in infectious disease 
areas. The U.S. Government already uses a lot of these systems 
models for the control of the flu epidemic, for example. And I be- 
lieve that a lot of that work has been extremely insightful. And we 
anticipate a similar success with the Envision Project. 

Mr. Pitts. Thank you. My time has expired. 

Mr. Pallone. Thank you. We have 9 minutes left. So I want to 
get at least one more speaker in. And Mr. Murphy is next. 

Mr. Murphy of Connecticut. Thank you very much, Mr. Chair- 
man. And thank you for this hearing. I think it is an incredibly im- 
portant subject, having been chair of our State of Connecticut’s 
Public Health Committee in the State legislature. We tried to deal 
with this issue on a number of levels, and I am glad to see some 
attention being focused here. 

Let me just open up one subject, knowing that we are short on 
time, and I will ask you both to comment on it. My district in 
northwestern Connecticut reflects the diversity of living patterns 
throughout this country. I have got quintessentially rural areas, I 
have got suburban areas, and then I have got some urban centers. 
And it strikes me that we need different tools and we face different 
challenges in each one of those settings. 

So I just want to ask you particularly about that urban setting 
and about the particular challenges presented to families and kids 
in urban centers where, even if you make a decision as a family 
to eat more nutritionally, you have a harder time finding that kind 
of food that creates the kind of nutritional lifestyle that we are put- 
ting forth with these new policies. 

And, second, with regard to exercise, kids are in schools that 
don’t have fields. They have to travel a distance to find any type 
of open space to run around and play football and baseball on. And 
I wonder what you see as the particular challenges and maybe the 
particular policy responses that we need to attack some of the spe- 
cific challenges that inner-city and urban kids are facing today? 

Dr. Dietz. In my testimony, I indicated the publication of an 
MMWR, Morbidity and Mortality Weekly Report, that we published 
in July which began to outline strategies for the implementation of 
better foods, increased physical activity in communities. One of the 
major problems which you have pointed to is access, and we think 
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that programs like the Fresh Food Financing Initiative in Pennsyl- 
vania, which builds supermarkets in underserved areas, are a 
model that we ought to point to and try to implement more broad- 
ly- 

Access is also a factor affecting recreation facilities and parks for 
physical activity of children and adults. How one accomplishes that 
is less certain. And that is — again, I think the funds that we have 
through AREA give us an opportunity to understand those chal- 
lenges and the impact of making changes in those arenas. 

Mr. Murphy of Connecticut. So the problem is stop and shop at 
Whole Foods. They are not going to go into those areas because 
they just don’t see a market for it. So you can either work over a 
period of decades to create the demand and hope that private sec- 
tor capital follows demand to put those type of full-service grocery 
facilities in those neighborhoods. Or maybe you are suggesting, as 
Pennsylvania has done, you actually put some government money 
behind the financing of those inner-city fresh food facilities or full- 
service grocery facilities? 

Dr. Dietz. Right. I am not an expert on the Fresh Food Financ- 
ing Initiative. I think it is a mix of private and public funds. But, 
yes, that can be done on a variety of scales. It can be done by put- 
ting a supermarket into an underserved area. And in New York 
City, Dr. Frieden had a Bodega Initiative, which provided loans or 
access to facilities for keeping fresh fruits and vegetables cold, im- 
plementing a low-fat or no-fat milk campaign in those stores. So 
there is — but what we don’t understand yet is what the impact of 
those types of initiatives are on food quality and food intake. 

Mr. Murphy of Connecticut. Dr. Huang. 

Mr. Huang. I would just concur. And I think the Congressman 
points out some of the crux of what we are talking about in terms 
of really making the environmental changes that would be condu- 
cive to having people engage in healthier eating practices or phys- 
ical activity. Without those options people can’t have the full range 
of choices. 

I think that some of our recent research with NIH, CDC, and the 
Robert Woods Johnson Foundation and other funding organizations 
is hoping to evaluate the effectiveness of various community-level 
strategies. 

I mentioned earlier in my testimony that we are about to launch 
a nationwide evaluation with a nationally represented example of 
communities using different approaches. And hopefully in a few 
years we will have some good data to point towards what might be 
effective and what might be sustainable. 

And I think the sustainability aspect is a really key thing. And 
some of the things that we may need to do in terms of solution are 
putting in place the seed for long-term change. We are not going 
to solve the childhood obesity problem overnight. And I think we 
need to have our eyes set on a long-term trajectory in putting in 
place measures that will get us to where we want to be down the 
road, not just for the current generation, but the for the next gen- 
eration. 

Mr. Pallone. Thank you. Now, we have four votes. It will take 
us maybe a little more than half an hour, but we will try to get 
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right back. And we still have some more questions of you before we 
go to the next panel. So the committee stands in recess. 

[Recess.] 

Mr. Pallone. The subcommittee hearing will reconvene. 

We go to the Republican side, Mr. Murphy of Pennsylvania. 

Mr. Murphy of Pennsylvania. Thank you, Mr. Chairman. 

Mr. Chairman, I ask that my testimony be submitted for the 
record on this. 

Mr. Pallone. Without objection, so ordered. 

[The prepared statement of Mr. Murphy follows:] 
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Opening Statement 
Subcommittee on Health 
Congressman Tim Murphy 
Wednesday, December 16, 2009 
Childhood Obesity 


Mister Chairman, 

Childhood obesity is an epidemic. More than one-third of 
children ages 10 to 17 are obese or overweight. Weight- 
related illness for children costs the U.S. healthcare system 
more than $750 million a year according to the 
Government Accountability Office. Obesity has led to a 
higher prevalence of type-2 diabetes in children as well as 
complications with asthma, depression, and anxiety. 


As the Committee hears testimony today about the causes 
of obesity — from poor nutrition, and genetic makeup — 
let’s keep in mind what the GAO found in a study prepared 
for Congress about childhood obesity in 2005. After 
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consulting all the experts on childhood obesity, the GAO 
reported that the best way to prevent or reduce childhood 
obesity was to “increase physical activity.” 

One of the places where we must begin to combat obesity 
is at school. A 2005 Institute of Medicine report 
“Preventing Childhood Obesity” called for a minimum of 
thirty minutes of moderate-to-vigorous physical activity 
during the school day. And yet, only six percent of U.S. 
high schools offer a daily physical education class. 

Beyond the health benefits, there’s another reason why 
physical education is so critical and valuable. Young adults 
who are physically fit are likely to have a higher IQ, 
according to a paper recently published in the Proceedings 
of the National Academy of Sciences. After studying fitness 
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reports and IQ tests for 1 .2 million Swedish men in the 
military over a twenty-six year period, researchers at 
Sahlgrenska University established a clear connection 
between good physical fitness and improved results on IQ 
tests. The strongest links were for logical thinking and 
verbal comprehension. 

Similarly, students in the Naperville, Illinois school district 
are fit and smart because of physical education. All 
Naperville students in grades six through twelve must take 
one session of physical education each day. But gym class 
in Naperville isn’t your father’s game of dodgeball where 
overweight students stand by idly while their more fit peers 
engage in high-stakes game of one-by-one elimination. 
Activity in Naperville is tailored to the student - whether it 
be a treadmill or three-on-three basketball. Anything to 
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keep the student moving. Young adults must wear heart- 
rate monitors around their chests and check their special 
watches to make sure they stay in their target heart-rate 
zone. 

In Naperville, an astonishing 97 percent of freshmen are at 
a healthy weight according to body mass index guidelines 
from the Centers for Disease Control (CDC). 

Academically, the district consistently ranks among the 
state's top ten, even though the amount of money it spends 
on each pupil is lower than other top-tier Illinois public 
schools. Naperville students in 1999 scored in the top 10 
percent in the world on standardized math and science tests 
(comparing eighth graders in 38 countries). As reported in 
the Washington Post and other national media outlets, 
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students at Naperville who voluntarily exercised before a 
literacy class improved reading and comprehension scores 
by 1 .4 years on a grade-level equivalence test. 

We need more Napervilles across our country. Schools that 
cut gym classes from their curriculum to spend more time 
with academics in order to boost test scores may actually be 
having the opposite effect if students are overweight, 
underactive underachievers. I look forward to working with 
my colleagues on making that a reality. 
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Mr. Murphy of Pennsylvania. I thank our panelists here. I have 
a couple of questions on your testimony. Thank you for that. 

One has to do with, Dr. Dietz, in your testimony, you talk about 
perinatal problems, infant mortality rates, et cetera, with this. Is 
this something that, given that, and also the comments you make 
later on or you made in other parts of your testimony about the in- 
creased cost of health care with obesity, are you aware of any stud- 
ies done or studies that are planned on such issues as, for example, 
looking at our infant mortality rates and factoring in the issue of 
obesity as something we should be paying attention to? 

Dr. Dietz. No, we have not done that. The issue I am most 
aware of is less about infant mortality than infant morbidity, that 
we know that excessive weight gain during pregnancy, tobacco use 
during pregnancy and diabetes during pregnancy predispose to big 
babies, so there is likely an increased frequency of complications 
during delivery. There is early onset of obesity in children exposed 
in utero to those factors. 

Mr. Murphy of Pennsylvania. Given that, the other question I 
have for both you and Dr. Huang has to do with some insurance 
plans, some health insurance plans, actually offer differences in 
premiums and copay if people keep their weight within certain 
ranges and see their physicians, et cetera. 

Are either of you aware if there are any studies that talk about 
when those incentives are offered, changes in premiums or copays, 
based upon a person’s weight within a certain range, if it makes 
a difference in their health and their morbidity rates, and, of 
course, ultimately also in their health costs? 

Dr. Dietz. I have some nagging thoughts that, yes, there are 
such data, but I can’t call them to mind. 

Mr. Murphy of Pennsylvania. Is that something you could get for 
us? 

Dr. Dietz. Yes. 

Mr. Murphy of Pennsylvania. Dr. Huang, do you have any 
knowledge of studies in these areas? 

Mr. Huang. To my knowledge, NIH hasn’t funded any studies 
with regard to that specifically, but perhaps our colleagues at 
AHRQ might have more data. 

Mr. Murphy of Pennsylvania. You can imagine how valuable 
that would be to this committee to know that information. So I ap- 
preciate that. 

The other area I wanted to ask about, there is so much of the 
testimony that we have heard also talks about nutrition. Of course, 
we hope people eat healthy. We talk about such things as activity 
and we hope they take advantage of activities, but we haven’t 
talked about a requirement for activity. 

I am fascinated by some work that has been done in the 
Naperville school district. I don’t know if you are aware of that. 
But they actually require an hour of activity every day. I think Illi- 
nois is the only State that requires a physical ed class. The rest 
of the States have dropped that. Many times States say we don’t 
have the time to do this because we have to spend more time with 
math and reading, et cetera, to get the academic scores up. 

I find it interesting, they said that 97 percent of freshmen are 
at a healthy weight compared to the other things we see about 
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young children. Students wear heart monitors during their gym 
class to make sure they stay at target heart rates. They are al- 
lowed a wide range of activities. It isn’t just dodge ball with the 
big kids where they can stand at their side. Also they perform in 
the top 10 in the world on standardized math and science tests, a 
fascinating link there. 

I wonder if you two could comment on other studies we might 
learn from. Or jumping to the next level, should we require stu- 
dents to take gym class, or at least educate our school systems 
around the country of the value of that? 

Dr. Dietz. 

Dr. Dietz. Well, there are two very important benefits of physical 
activity and obesity prevention and control. One of the benefits is 
that physical activity reduces the risk of co-morbidity. So that if 
you are overweight and have elevated blood pressure and are inac- 
tive and become active, your blood pressure will positive. Similarly 
for lipids, similarly for glucose tolerance. So when one begins to 
talk about health at any weight, which is an important concept be- 
cause not everybody can lose weight, physical activity is one of 
those important strategies. 

The second benefit is one you alluded to. We published a study 
2 years ago showing that physical activity improved test perform- 
ance in younger children. And anecdotally, at least, teachers say 
that physical activity also improves behavior. So the irony is at a 
time when schools are vesting themselves of physical education 
programs because of the no child left behind program, they may be 
throwing out one of the most important programs to improve test 
scores. 

The third comment is that in Pinellas County in Florida, they 
have developed an integrated program that focuses on physical ac- 
tivity, both in child care and in elementary schools. Whether it is 
going to have the same results as those in Naperville remains un- 
certain, because Naperville has just an extraordinary program, as 
you correctly point out. 

Mr. Murphy of Pennsylvania. Dr. Huang, any comments on that? 

Mr. Huang. I concur with Dr. Dietz’s comment. There is defi- 
nitely research linking physical fitness with better academic out- 
comes, so I am in concurrence with that. 

Mr. Murphy of Pennsylvania. I hope that is another area you 
can get to the chairman so he can distribute it to the committee. 
It is very valuable to us to do that, because it is not one of those 
things that costs a lot, to keep kids active, and the outcome in 
grades is huge. And I hope more schools pay attention to this. I 
hope the word gets out. 

Dr. Dietz. Just to be certain, you are asking about the study 

Mr. Murphy of Pennsylvania. If you are aware of some other 
studies that talk about basically overweight, underactive under- 
achievers, versus getting kids involved again. 

Thank you very much. I yield back, Mr. Chairman. 

Mr. Pallone. Thank you. Next is the gentlewoman from Florida, 
Ms. Castor. 

Ms. Castor. Thank you, Mr. Chairman. 

Dr. Huang, as both you and Dr. Dietz have testified, childhood 
obesity is an epidemic affecting all children regardless of race or 
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where they come from or their socioeconomic status. However, we 
can’t ignore the fact that childhood obesity disproportionately im- 
pacts racial and ethnic minorities. 

I wonder, given that TV viewing paired with advertising is a 
major contributor to childhood obesity — I mean, there is still a 
breakfast cereal that is cookies, right? I am curious if research has 
revealed that disparity in marketing of unhealthy foods to racial 
and ethnic minority children. 

Mr. Huang. Yes, there is. I believe that there was just a press 
conference this past Monday by Children Now releasing a couple 
of studies showing that there is disproportionate exposure among 
minority children to advertising for foods that may be nutrient poor 
but energy dense. The Institute of Medicine has also released a re- 
port in recent years indicating how exposure to advertising leads 
to or influences consumption of different kinds of foods. 

So I think the research is pretty strong, indicating at least a link 
between food consumption, dietary behavior and exposure to adver- 
tising. So I understand that right now there is an interagency 
group looking at these issues, and I believe that results from some 
of those dialogues should be forthcoming, and we look forward to 
looking at FTC statements on nutrition standards for advertising 
and collaborate with them in appropriate ways. 

Maybe Dr. Dietz has other comments with regard to CDC’s in- 
volvement in that. 

Dr. Dietz. Terry is absolutely correct that there are disparities, 
both in terms of the amount of television viewed, which tends to 
reflect the differential prevalence rates in children as well as dif- 
ferences in the type of advertising that is directed towards minori- 
ties. 

Yesterday, we released a report, the FTC released a report that 
CDC, FDA and USDA were a part of, which began to set adver- 
tising standards for foods advertised to children in the media. 
Those were the product of a lot of hard work by this working group 
to base these standards in a very transparent way on prior rec- 
ommendations, as well as what was optimal for the health of chil- 
dren. And we have asked industry to respond to those standards 
and let us know how those standards would affect their current 
products and those products advertised on children’s television. 

Ms. Castor. Are there any insidious ways other than the re- 
search on prevalence of TV viewing and things like that, but have 
you come across those insidious marketing practices that are tar- 
geted specifically to minority children, or is it really across-the- 
board and then the prevalence impacts the obesity rates? 

Dr. Dietz. I don’t know the answer to that question. 

Ms. Castor. I will yield back, Mr. Chairman. 

Mr. Pallone. Thank you. 

The gentleman from Georgia, Mr. Gingrey. 

Dr. Gingrey. Mr. Chairman, thank you. 

Dr. Dietz, Dr. Huang, thank you for being with us today and tes- 
tifying. I want to ask kind of almost a rhetorical question. We are 
going to be hearing from a second panel, and I guess there are five 
or so individuals on that panel. I have read most of the testimony 
and I am looking forward to actually hearing from the American 
Academy of Pediatrics. 
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In that testimony, there was a recommendation for a real com- 
prehensive approach toward solving this problem. In fact, they say, 
the pediatrician is going to testify that to solve this problem, you 
need a medical home, you need the medical disciplinary care of pe- 
diatricians, subspecialists, surgeons, nurses, dieticians, mental 
health professions, exercise specialists, school staff and social work- 
ers. 

I am not disagreeing necessarily with that, and I do think that 
this is a significant problem that we need to try to address in the 
most cost efficient way. But when you get too comprehensive, of 
course, every one of these people have to be paid and they are 
going to be expecting to be paid. But, you know, we have a limited 
amount of money. We have been talking about that for the last al- 
most year as we debated this comprehensive health insurance re- 
form plan and how to spend the dollars effectively. 

I don’t know that there is a silver bullet, but if there is an arrow 
or two in the quiver that is sharper than the rest of the pack, I 
think we should use it. 

So my question is this: How important do you think the role of 
parental behavior is in regard to the problem of childhood obesity? 
Could you give it a percentage? I know we are talking about genet- 
ics and environment and lack of ability for the children to exercise 
and too much television, et cetera, et cetera, et cetera. But, of 
course, they are eating at the same table, for the most part, with 
the parents, and there is a lot of learned behavior here. 

Comment on that, both of you, if you will. 

Dr. Dietz. That is a hard question to assign a percentage, be- 
cause there aren’t, as you point out, genetic determinants or ge- 
netic susceptibility. But those genetic elements that increase sus- 
ceptibility are acted upon by an environment. Certainly the first 
environment and one of the most important that young children 
live in is the home, and there is no question that parents can play 
a significant role and do play a significant role in the types of foods 
their kids eat, the access or utilization of physical activity facilities, 
and screen time, all of which are significant risk factors. 

But in many cases, although we would like parents to make the 
right choices, they don’t have the right choices to make, and that 
opens up a broader environmental issue. For example, you can’t 
very well expect an inner-city parent who lives in an unsafe neigh- 
borhood to allow their children to go out and play. You can’t very 
well expect somebody to increase their fruit and vegetable intake 
if they don’t have access to supermarkets or farmers markets that 
provide those. 

Frankly, I don’t think we have a good way of accessing parents 
in a way that fosters behavior change. 

Dr. Gingrey. Dr. Dietz, I understand that. I don’t mean to cut 
you off. I want to hear from Dr. Huang. I had one follow-up real 
quickly, if I have time. Dr. Huang. 

Mr. Huang. There is no question that parents play an important 
role. But as Dr. Dietz pointed out, parenting and parents’ behavior 
do not occur in isolation. So, providing the environment that would 
be conducive to having parents engage in the behaviors that we 
want them to engage in I think would be really critical. 
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We have spent years in doing research trying to tell parents to 
get their kids to eat better and get their kids to exercise. Even if 
we might he effective in changing some of those behaviors in the 
short-term, we are not able to sustain those behaviors over the long 
term, and I think the precise reason is because behaviors occur in 
context. 

Dr. Gingrey. I want to thank you. In the few seconds I have left, 
I would like to make this comment, Mr. Chairman. 

When we marked up H.R. 3200 then, which became H.R. 3962, 
our health care reform bill, there was an amendment made to sug- 
gest that employers should be able to incentivize their employees 
for healthy behavior, stop smoking, lose weight, exercise, and in re- 
turn a premium reduction, kind of a reward to get people to buy 
into that. Of course, the payback for the employer was better at- 
tendance, better workers, better skills, less accidents in the work- 
place, and apparently HIPAA limits the amount of reduction in 
premium to 20 percent. 

Now, in the bill, I think we did raise it to 30 percent, maybe 50 
percent even on the Senate side. But the Secretary of Health and 
Human Services would have to approve those type programs. I 
know you don’t have time to respond, but I think this is a good 
thing that we ought to continue to stress and push. Because if 
these parents get healthy at work, they are going to come home 
and pass that on to their children. 

Mr. Chairman, thank you for your indulgence, and I yield back. 

Mr. Pallone. Thank you. 

The gentleman from Maryland, Mr. Sarbanes. 

Mr. Sarbanes. Thank you very much, Mr. Chairman. 

This is a very important hearing. This is one of the most impor- 
tant hearings I think we have had in this committee all year. You 
have heard the discussion. So much of it is focused on our young 
people and developing in them the right kind of lifestyle habits so 
that they can improve their health over the course of their lives. 

I wanted to just mention a couple of pieces of legislation that I 
have been involved with that I think are very much on the mark 
with some of the testimony we have heard today. 

The first is something called the No Child Left Inside Act. It is 
a little bit of a play on words. We have No Child Left Behind. But 
it is the idea of trying to promote more opportunities for environ- 
mental education and the integration of outdoor learning experi- 
ences and education into the overall instructional program across 
the country. It would encourage States to establish environmental 
literacy plans, which is sort of their vision to how to make sure 
when children graduate from high school, they have had some 
baseline exposure to the environment and have incorporated these 
experiences in. 

It is based on research, and we have heard some of this already 
today, but research that indicates that these days, the average 
young person is spending 4 to 5 hours a day inside on video games, 
television and the Internet, and about 4 minutes a day in what we 
would say is outdoor, unstructured recreation. 

We have gone from a generation where your mother had to keep 
calling you in for dinner, to where parents, albeit dependent on the 
tinge environment or neighborhood they are in, are trying to push 
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their kids more outside because they seem to be spending all their 
time on screen time. And we have got to get back to a balance. 

So that is one legislative vehicle, to try to bring more attention 
to this need for a balance. 

The other is something called the Foundation For a Fit Nation. 
There is a council, the President’s Council on Physical Fitness, that 
was established under President Eisenhower and then President 
Kennedy expanded its charge, that focuses on physical fitness and 
tries to keep that kind of high profile. But it is currently unable 
to raise private funds to support its mission. So this bill would ac- 
tually create an opportunity for that, to support its activities. 

I think it gets about $1.2 million a year now directly in appro- 
priation, but could certainly do much more if it had support from 
the private sector. 

So all these things are designed to bring more attention to the 
issue that you are describing. 

I had two questions: One relates to each of those. We have heard 
about how this problem of obesity, and I want to focus particularly 
in on childhood obesity, can be affected by a combination of diet/ 
nutrition, genetics to some degree, the environment, and then the 
amount of exercise. 

As you think about those components, and maybe others, do you 
have a kind of, in your own mind, do you prioritize one over the 
other? Do you find them so inextricably linked to one another that 
it is unuseful to do that, or do you say we can make huge strides 
at very little cost arguably if we just improve the kind of exercise 
component? 

So if you could speak to that. Then I have one other quick ques- 
tion. 

Dr. Dietz. I think both are equally important for different rea- 
sons. I think that dietary intake is critical in the prevention and 
even more important in the treatment of childhood obesity, reduc- 
tions in dietary intake. But physical activity has an important role 
in reducing the morbidities associated with obesity, like elevated 
cholesterol or lipid levels, blood pressure and glucose tolerance. So 
I don’t think you can separate those. I think they are both essential 
and have different effects on obesity and its outcomes. 

Mr. Huang. I would just add, I think it is important to note that 
the environment enables or constrains behavior, such as diet, such 
as physical activity. We have done research for so many years now 
that are targeted solely at the individual level with very little 
promising and sustainable results. So I think if we are truly going 
to make a dent on this problem with the population level, we really 
need to begin addressing the environment more aggressively. 

Mr. Sarbanes. I have got 8 seconds. I will just close with a com- 
ment. Representative Gingrey talked about the importance of pa- 
rental leadership in this effort. I think there is real opportunity for 
partnership between parents and schools to begin to emphasize 
this. 

I remember a young man. I was on a field trip with some young- 
sters to illustrate the importance of this No Child Left Inside effort, 
and he talked about how because of some of the activities at school 
that they had begun we they would get out into nature and do 
these walks and so forth. He had convinced his parents on the 
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weekends to go every Saturday morning to do a two to three hour 
walk with the family. The parents are often guided in their prior- 
ities for leisure time by what their children want, if not always. So 
I think you can get this partnership working in a very productive 
fashion. 

I yield back my time. 

Mr. Pallone. Thank you. 

The gentleman from Illinois, Mr. Shimkus. 

Mr. Shimkus. Thank you, Mr. Chairman. I apologize for not 
being here for opening statements. But I appreciate this panel and 
I appreciate the second panel that will be in. 

My first question would be, what role does genetics play in this 
whole debate? 

Dr. Dietz. It is a significant role and it influences susceptibility, 
but I don’t think that we can point to genetics as the factor which 
accounts for the 

Mr. Shimkus. The primary factor, but it could be contributing 
based upon the family. 

Dr. Dietz. Yes. 

Mr. Shimkus. Dr. Huang? 

Mr. Huang. I agree. The human genome hasn’t changed over the 
last 50 years, yet the obesity rate has skyrocketed. 

Mr. Shimkus. Those folks who are predisposed based upon their 
genetic makeup probably have to put even more of a focus on the 
basic issue. My frustration is I am kind of like Dr. Gingrey. I am 
a family individual. I think parental involvement — you know what 
these kids need? They need a good health instructor, they need 
good food in the schools, and they need a good gym teacher. That 
is what they need. 

We can have all the dang Federal programs we want. But the 
micromanagement, that is why I appreciate what the NFL is doing. 
We have to educate these people. If is it is calories in, calories out. 
You don’t gain weight if you burn more calories than you consume. 
Is that correct? 

Dr. Dietz. Yes. 

Mr. Shimkus. Dr. Huang? 

Mr. Huang. That is true. 

Mr. Shimkus. So it is an issue of educating people. I am a big 
man. I am a number one, extra value meal. Big Mac drive-through 
guy. I have my Hershey bar and my diet coke. This is for my men- 
tal health. But I will also go down to the gym and work out as long 
as I can, get to it for maybe an hour to 90 minutes. And I will burn 
those calories. 

So I am concerned that as we pile upon big government to try 
to micromanage the roles of the family and the roles of primary 
education in this country, we ought to be incentivizing them to do 
the right thing and encouraging them. 

It is not rocket science. It is calories in, calories out. You burn 
more calories, you don’t gain weight. If you are genetically pre- 
disposed, you have to work harder. If you are genetically pre- 
disposed to high cholesterol, you have to then focus more on diet. 

But don’t make this any harder. Please don’t have the Federal 
Government rules and regulations. Let’s just empower the local 
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communities to get into their local public school systems and say, 
please diet, exercise, healthy foods. 

I appreciate your time, and I yield back. 

Mr. Pallone. Thank you. The gentleman from Iowa, Mr. Braley. 
Your State is the only one that has a physical ed requirement, ap- 
parently. 

Mr. Shimkus. We have a statewide requirement. Chairman. 

Mr. Braley. I want to talk about that, because as I have been 
talking about health care for 3 years, I remind everybody that 
health care is not a disease treatment response; that if we gut 
funding for our physical education programs in our schools and if 
we try to impose a 1950s era physical education curriculum on to- 
day’s youth, we are going to be drastically failing our responsibility 
to them. 

Do you both agree with that? 

Mr. Huang. Yes. 

Dr. Dietz. Yes. 

Mr. Braley. Because when I was growing up in the sixties, we 
ate Sugar Smacks, which had 56 percent sugar in them; Sugar 
Frosted Flakes, Sugar Pops, Supper Sugar Crisps, and I remember 
looking around my classroom and there may be one or two kids in 
a class of 30 during the baby-boom era who were considered obese. 
And I think if you looked at caloric intake back then, we probably 
had a higher caloric intake per capita than students today do. But 
we also were getting more healthy food in some base on a daily 
basis and we spent all day outdoors. 

Yet the harsh reality is as parent who had kids growing up in 
the nineties, most parents are faced with very different choices 
than our parents did, where you had a mother in many cases living 
at home and monitoring the behavior of children, and children who 
were faced with much fewer threats out in the world that allowed 
them to spend all day outdoors the way we did as kids. 

So my question is, how do we get society to focus on the chal- 
lenges of providing lifestyle physical education in our schools on a 
daily basis, that gives them not just dodge ball skills, but things 
that teach them aerobic activities they can carry throughout their 
lives, and how do provide the type of informed nutrition labeling 
at the point where they are consuming food in the schools, which 
is our best place to reach them outside the home, to give us a real- 
istic chance of bending this curve of upward juvenile obesity down- 
ward? 

Dr. Huang? 

Mr. Huang. Well, I agree with your points completely, and I 
think, actually, the points consistent of the Congressman from Illi- 
nois with our message today. Providing good gym teachers or pro- 
viding good food in schools, those are part of the changes in the en- 
vironment that we are talking about today to make it possible or 
easier for parents and kids to engage in the right behaviors. 

With regard to your point specifically, we do have I think emerg- 
ing trends, for example in urban planning, creating more opportu- 
nities within urban environments for physical activity, whether it 
is physical activity engaged going back and forth between public 
transportation and schools or work, or new building designs, like 
in New York City, for instance, putting in — looking at design of 
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staircases, looking at different building codes, having playgrounds 
nearby new housing developments, et cetera. We are going to care 
more about activities with regard to reintroducing healthy food ac- 
cess to some of the neighborhoods around the country. 

So I think there are promising strategies that are consistent with 
our modern life. But it is really important to know that we can’t 
just keep telling children and parents that you have to eat better, 
you have to exercise. We have to create a larger context to make 
those behaviors possible. 

Mr. Braley. Dr. Dietz, before I get to you, I want to frame this 
a little differently. One of the things we know is kids do behave dif- 
ferently today. Many of them are focused on access to computer 
games, the Internet, and they are stimulated differently than we 
were when we could go outside and hang out with our friends all 
day long without having to be indoors. 

So what I am interested in is how you take technology like Wii 
Fit activity, or some of the other computer games that require 
physical activity, and how you use those to motivate kids to get 
more engaged, realizing you have got a much more difficult chal- 
lenge with today’s generation of young children to get them to exer- 
cise than we did in the past. 

Dr. Dietz. Yes. One example of where that has been done is in 
West Virginia where they introduced Dance Dance Revolution in 
their schools. I think that that is an important example and oppor- 
tunity. And I think we need a lot more experience. As adults, we 
tend to prescribe to children what we think is appropriate. 

Mr. Braley. Like dodge ball. 

Dr. Dietz. Right. But I think kids have a better idea of that, and 
we need to invest much more strongly in understanding what they 
would like to do and how to meld the electronic media and environ- 
ment with the physical activity environment. 

Mr. Braley. But the key is to get them moving. 

Dr. Dietz. Absolutely. 

Mr. Braley. Thank you. 

Mr. Pallone. The gentleman from Illinois, Mrs. Schakowsky. 

Ms. Schakowsky. Thank you. I apologize for not being here for 
your testimony in the opening statements. 

A couple of points I wanted to make. Earlier this year, along 
with Dr. Burgess, we introduced H.R. 2354 called the Health Pro- 
motion First Act. I hope you will take a look at it. The goal of the 
bill is to identify ways to help people develop and maintain healthy 
lifestyles, promoting the kinds of living and working environments 
to encourage people to eat right, to be physically active, to adopt 
behaviors that improve their health. 

Our bill, I think, takes innovative approaches of requiring col- 
laboration across agencies to identify what the best practices and 
effective strategies for health promotion would be. So I hope you 
will take a look at it. 

The other thing I wanted to tell you is last week I met with a 
woman, her name is Rochelle Davis, and she is executive director 
of the Healthy Schools Campaign in Chicago. She has developed, 
along with the public schools, a collaboration on school lunches. 
The Chicago public schools want to be early adopters of the Insti- 
tute of Medicine recommendation changes in school meals that re- 



53 


quire more, like way more, vegetables and fruits and whole grains. 
But, unfortunately, current USDA standards prevent that. 

So I think one of the goals we have to have is look at the policies 
that exist right now and identify some of the barriers that we have 
to actually adopting some of the strategies that we actually no will 
work. 

We want to encourage States and localities to be innovative. I 
just went to my grandchildren’s school and looked at the school 
lunch program. They actually happen to have a kitchen, so they 
can do more innovative things. But fewer and fewer schools now 
have their own kitchen, so we are looking more at the central deliv- 
ery places, what kind of work that they are doing. 

Parents, I think, actually are getting more involved than I re- 
member in what the school lunch programs look like, at least in 
my district, and I am very, very encouraged by that. And I think 
once they fi^re out some programs that are cost-effective, because 
always cost is an issue, that we can promote those. 

But I wondered if you could talk a little bit about the barriers 
that we have existing right now in our Federal regulations that 
might prevent these kinds of things from being adopted? 

l5r. Dietz. Certainly the existing policies that govern school 
meals are a concern, and I think that there is a lot of interest in 
the child nutrition reauthorization bill. And in conversations that 
we have had with the USDA, there is great interest on their part 
in moving forward. 

Another important program, which is not in schools but has an 
equal impact in child care settings, is the child and adult care food 
program, the recommendations of which are under review by the 
Institute of Medicine. I think a report is forthcoming in 2010, and 
the hope is I think on USDA’s part that that will help change the 
face of child nutrition in schools. 

Ms. SCHAKOWSKY. Do you want to add anything. Dr. Huang? 

Mr. Huang. Well, incidentally, I just met with Dr. Thorn, the 
Deputy Under Secretary of nutrition from USDA yesterday, or 2 
days ago, and I know they are paying close attention to the new 
lOM recommendations. So I agree with you. 

Ms. ScHAKOWSKY. You know, I did the food stamp challenge, I 
don’t know if it is last year now or 2 years ago — 2 years ago. This 
was before the food stamp program got more funding. It was $1 a 
meal essentially, $3 a day. By the time I got to the produce section, 
fruits and vegetables, there was essentially no money left. I think 
I got one tomato for the week and a couple of bananas or some- 
thing. 

So, again, I think that we want, especially since the new infor- 
mation on how many people rely on food stamps in this country — 
what do we call it now? 

Dr. Dietz. SNAP program. Supplemental Nutrition Assistance 
Program. 

Ms. ScHAKOWSKY. SNAP program, which is better than “food 
stamps,” which don’t exist anymore, thankfully. But we have to 
provide the avenues for people. It is nice to say that families are 
supposed to do this and they should have healthy food. If you can’t 
afford to buy those healthy foods, it is not going to happen. Any 
comments on that? 
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Mr. Huang. Right. I concur. I think my colleagues from USDA 
told me they are trying to work with $1.25 per meal. That is kind 
of their budget with the school meals. So your point is very well 
taken. I think it is very consistent with our message today. 

Ms. SCHAKOWSKY. I yield hack. Thank you. 

Mr. Pallone. Thank you. I think that completes our questions 
for this panel. There is just so much more to delve into. We are 
spending our time today, what little time we have, in trying to 
delve into some of these concerns. But I know there is a lot more 
we have to do. But I do appreciate your input. We may have some 
additional questions that the Clerk will send you within the next 
10 days or so as follow up. 

Thank you very much. 

I would ask the second panel to come forward. 

Let me introduce our second panel. Starting on my left is Ron Ja- 
worski, who is with the Jaws Youth Fund and the National Foot- 
ball League Play 60. These are both organizations that you either 
started or have been involved with. Thank you for being here 
today. We appreciate it. 

Dr. Sandra Hassink, who is chair of the Obesity Leadership 
Workgroup for the American Academy of Pediatrics. 

Jeremy Nowak, Ph.D., President and CEO of the Reinvestment 
Fund. 

Mary Sophos, who is Senior Vice President of Government Af- 
fairs for the Grocery Manufacturers Association. 

And Dr. Risa Lavizzo-Mourey, who is a doctor and President and 
CEO of the Robert Woods Johnson Foundation. 

STATEMENTS OF RON JAWORSKI, JAWS YOUTH FUND, NA- 
TIONAL FOOTBALL LEAGUE PLAY 60; SANDRA HASSINK, 
M.D., CHAIR, OBESITY LEADERSHIP WORKGROUP, AMER- 
ICAN ACADEMY OF PEDIATRICS; JEREMY NOWAK, PH.D., 
PRESIDENT AND CEO, REINVESTMENT FUND; MARY 
SOPHOS, SENIOR VICE PRESIDENT, GOVERNMENT AFFAIRS, 
GROCERY MANUFACTURERS ASSOCIATION; RISA LAVIZZO- 
MOUREY, M.D., AND PRESIDENT AND CEO, ROBERT WOODS 
JOHNSON FOUNDATION 

Mr. Pallone. I appreciate all of you being here. I know you have 
innovative ideas about how to deal with some of these childhood 
obesity problems. Each of you have been renowned, if you will, in 
your own sphere in dealing with that. 

As I mentioned to the first panel, you each should give a 5 
minute opening statement and then we will have some questions. 
We will start with Mr. Jaworski. 


STATEMENT OF RON JAWORSKI 

Mr. Jaworski. Chairman Pallone and members of the Sub- 
committee on Health, it is great to be with you here this morning. 
Good morning, everyone. I am having so much fun here this morn- 
ing, I may hang around and cover a football game on Monday 
night. Why not? It has been a great stay thus far. 

I really want to thank you for the opportunity to testify on an 
issue of great, great importance to me, to my Foundation and to 
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the National Football League, the epidemic on childhood obesity. I 
am proud to testify before you today in two capacities. 

First, I represent the United Way Jaws Youth Fund, a partner- 
ship my family created more than 10 years ago with the United 
Way of Camden County, New Jersey. Through the United Way 
Jaws Youth Fund, I am proud to have delivered close to $3 million 
to more than 70 nonprofit organizations providing service to chil- 
dren ranging from ages 7 to 18. 

In addition, I am also testifying on behalf of the National Foot- 
ball League and its signature community relations initiative, the 
Play 60 campaign. Launched in 2007, the Play 60 campaign is a 
national youth health and fitness campaign focused on increasing 
the health and wellness of young fans and combating childhood 
obesity by encouraging youth to be active for at least 60 minutes 
a day. 

Mr. Chairman, the facts surrounding childhood obesity in this 
country are startling. They are startling. Nearly one in three chil- 
dren and teens in the U.S. are obese or overweight. That is one in 
three. More than 23 million youth, that is 23 million, are obese or 
overweight. Startling numbers. In the last two decades, the rate of 
overweight children has doubled. 

We know that youth who are overweight or obese are more likely 
to have health risk factors associated with cardiovascular disease, 
such as high blood pressure, high cholesterol and type 2 diabetes. 
In contrast, the benefits of good health translate to the classroom, 
where studies show that fit students are less likely to have discipli- 
nary problems. Healthy students also perform better on standard- 
ized tests. 

It is possible that these facts, while shocking, should not come 
as such a surprise when we consider that more than 60 percent of 
children ages 9 to 13 do not participate in any organized physical 
activity during non-school hours. The number of idle children is in- 
creasingly significant when schools around the country find it chal- 
lenging to offer physical education classes. Sadly, very sadly, 50 
percent of the schools do not provide physical education in grades 
1 through 5. Even more startling, 75 percent do not provide phys- 
ical education for grades 6 through 8. 

This is not a new issue for me, unfortunately. Mr. Chairman, you 
may remember back in 1989, the New Jersey public schools were 
considering eliminating physical education classes. I was very 
proud to lend my voice, along with at that time physical fitness 
guru Pat Croce, who became the Philadelphia 76’s president and 
part owner, along with Ed Solomon, a legislator in New Jersey, and 
we defeated that proposal. We were successful, and physical edu- 
cation remained a requirement in New Jersey public schools. It is 
amazing, here we are 21 years later still talking about the same 
things. 

I am pleased to also announce that I will be joining the United 
Way’s National Board in 2010. Last year, the United Way system 
established a 10-year health goal to increase by one-third the num- 
ber of youth and adults who are healthy and avoiding risky behav- 
ior. In order to achieve its 10-year health goal, the United Way has 
made combating childhood obesity a priority which requires the re- 
sources and commitment of all of us working together. 
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One of the best examples of the type of health and wellness ac- 
tivity that the Jaws Youth Fund supports is Steve’s Club in Cam- 
den, New Jersey. In addition to being the most dangerous city in 
the country, Camden’s childhood obesity rate is a staggering 60 
percent. The United Way’s Jaws Youth Fund is proud to help fund 
Steve’s Club, an organization that provides fitness training to Cam- 
den kids, giving them a place to get their bodies healthy and stay 
off the streets. 

This young man that is joining me here today, Jose Henriquez 
is a former gang member turned fitness guru. It is a great story, 
a great story to be told. Jose has been working out of Steve’s Club 
for years. He recently turned 19 and received his official personal 
trainer certification. He trains kids in the club. He visits kids in 
Camden schools. The Jaws Youth Fund even bought a van for him 
so he could drive around and sell fitness to the kids in Camden, 
and, trust me, they need it. A real good friend of his through the 
great leadership and inspiration of Jose lost 50 pounds. There is a 
real example of the good work being done in our community. 

I can give you a number of anecdotes and great stories. I don’t 
know if it would be boring. Maybe there will be another time I can 
give you more of those. 

But on a broader scale, I would like to discuss the NFL’s Play 
60 initiative, a fantastic program, and describe for you some of the 
terrific work they and all of the member NFL clubs do in our com- 
munity. 

Play 60 is a multi-disciplinary campaign that addresses the issue 
of childhood obesity through the national outreach and online pro- 
grams as well as grassroots initiatives implemented via the NFL’s 
in school and after school and team-based programs, and the play- 
ers and leadership of the NFL does a magnificent job. 

NFL Play 60 was designed to build on the league’s and teams’ 
longstanding commitment to health and the fitness. The NFL de- 
cided to focus on the issue of childhood obesity because it recog- 
nized not only the public health crisis facing our Nation, but also 
the NFL’s unique place in our culture and its ability to influence 
attitudes and behaviors, especially among young people. 

Since the inception of Play 60 in 2007, the NFL has committed 
more than $200 million to youth and health fitness through media 
time, PSAs, programming and grants. They put their money where 
their mouth is. This year alone, more than 700 events have been 
hosted by all 32 national football teams who implement Play 60 in 
their local markets. 

NFL Play 60 is supported year-round by many of the NFL’s most 
prominent players, including Drew Brees, Eli Manning, DeMarcus 
Ware, Jason Witten and Troy Polamalu, who donate their time to 
help the program. 

NFL Play 60 promotes the importance of getting 60 minutes of 
physical activity per day. That is it, 60 minutes. Just give us 60 
minutes. Kids are encouraged to find their own ways to get active, 
whether it is taking advantage of the local playgrounds which have 
been rebuilt, playing four-square in the school yard, or just walking 
around with some friends having some fun. Play 60 represents or- 
ganized sports, including youth football, as a very good way to get 
active, but certainly not the only way. 
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Another story. Through the league’s Play 60 Super Bowl Contest, 
12-year-old Jared Doutt from Erie, Pennsylvania, took his family to 
Arizona for the Super Bowl 2 years ago. He enjoyed the experience 
and delivered the football for the kickoff. 

When he went home, he went back and started working outside 
on a regular basis. His sister also plays soccer and he coaches the 
soccer team after school. Great real life stories. 

The Super Bowl contest is only one way the NFL is involved. 
With South Florida hosting the Super Bowl this year, the NFL is 
asking all of its star players, because the Pro Bowl will be there — 
I will get a plug, I will be covering the Pro Bowl, I will get a plug 
in for that — we will be covering the Pro Bowl, and we will be out 
in the community. I will be out in the community with the pro bowl 
players, the elite players of the National Football League, sur- 
rounding Miami and all of the communities in the area, promoting 
how important it is. I look forward to participating in that blitz and 
being part of such exciting projects. This is just an illustration of 
the great work being done by the NFL in this area. 

Obviously, I have attached some testimony in here, descriptions 
of some of the other programs that are involved with the National 
Football League. But, Mr. Chairman, I do want to commend you 
and this subcommittee for holding this hearing and focusing con- 
gressional attention on this very vital public issue. I certainly do 
look forward to being with you again, and whatever I can do to 
move this forward, I will be there. 

Thank you. 

Mr. Pallone. Thank you. Thank you, Mr. Jaworski. I appreciate 
it. 

[The prepared statement of Mr. Jaworski follows:] 
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Chairman Pallone, Ranking Member Deal, and Members of the Subcommittee on Health, 

Thank you for the opportunity to testify today on an issue of great importance to me, to my 
foundation and to the National Football League - the epidemic of childhood obesity. 

I am proud to testify before you today in two capacities. First, I represent the United Way Jaws 
Youth Fund, a partnership my family created more than ten years ago with the United Way of 
Camden County, New Jersey. Through the United Way JAWS Youth Fund, I am proud to have 
delivered more than $3 million in 10 years to more than 70 non-profit organizations providing 
services to children ranging from the ages of 7-18. 

In addition, I am testifying on behalf of the National Football League and its signature 
community relations initiative, the PLAY 60 campaign. Launched in 2007, the PLAY 60 
campaign is a national youth health and fitness campaign focused on increasing the health and 
wellness of young fans and combating childhood obesity by encouraging youth to be active for at 
least 60 minutes a day. 

Mr. Chairman, the facts surrounding childhood obesity are startling. Nearly one in three children 
and teens in the U.S. are obese or overweight. That is more than 23 million youth. In the last 
two decades, the rate of overweight children has doubled . 

We know that youth who are overweight or obese are more likely to have health risk factors 
associated to cardiovascular disease such as high blood pressure, high cholesterol, and type II 
diabetes. In contrast, the benefits of good health translate to the classroom where studies show 
that fit students are less likely to have disciplinary problems. Healthy students also perform 
better on standardized tests. 

It is possible that these facts, while shocking, should not come as such a surprise when we 
consider that more than 60% of children ages 9-13 do not participate in any organized physical 
activity during non-school hours. The number of idle children is increasingly significant when 
schools around the country find it challenging to offer physical education classes. Sadly, 50% of 
the schools do not provide physical education in grades 1-5; 75% do not provide for grades 6-8. 

This is not a new issue for me. You may remember, Mr. Chairman, back in 1989 the New Jersey 
public schools were considering the elimination of physical education classes. I lent my voice 
to the campaign against that proposal and became a spokesperson to keep gym in school. We 
were ultimately successful and physical education remained a requirement in New Jersey public 
schools. 

One of the best examples of the type of health and wellness activity that the Jaws Fund supports 
is Steve's Club in Camden, NJ. In addition to being the most dangerous city in the country, 
Camden's childhood obesity rate is a staggering 60%. The United Way Jaws Youth Fund is 
proud to help fund Steve's Club, an organization that provides fitness training to Camden kids, 
giving them a place to get their bodies healthy and stay off the streets. 

My favorite Steve's Club kid is Jose Henriquez. Former gang member turned fitness guru, Jose 
has been working out at Steve's Club for four years. He recently turned 19 and received his 
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official personal trainer certification. He trains kids in the Club, and also visits schools in 
Camden City (driving a van bought by the United Way Jaws Youth Fund) training kids in 
school. He even brought in his best friend ftick a few years back who became a member of the 
club and lost 50 pounds! 

On a broader scale, I would like to discuss the NFL’s PLAY 60 initiative and describe for you 
some of the terrific work they - and all of their member clubs - are doing in this area. PLAY 60 
is a multi-disciplinary campaign that addresses the issue of childhood obesity through national 
outreach and online programs, as well as grass roots initiatives implemented via the NFL’s in- 
school, after-school and team-based programs. 

NFL PLAY 60 was designed to build on the league’s and teams’ long-standing commitment to 
health and fitness. The NFL decided to focus on the issue of childhood obesity because it 
recognized not only the public health crisis facing our nation, but also the NFL’s unique place in 
our culture and its ability to influence attitudes and behaviors - especially among young fans. 

Since the inception of PLAY 60 in 2007, the NFL has committed more than $200 million to 
youth health and fitness through media time for PSAs, programming, and grants. This year 
alone, more than 700 events have been hosted by all 32 NFL teams who implement PLAY 60 in 
their local markets. NFL PLAY 60 is also supported year round by many of the NFL’s most 
prominent players, including Drew Brees, Eli Manning, DeMarcus Ware, Jason Witten and Troy 
Polamalu, 

NFL PLAY 60 promotes the importance and fun of getting 60 minutes of physical activity per 
day. Kids are encouraged to find their own ways to get active - whether it’s taking advantage of 
the local playground, playing 4-sqaure in the school yard, or establishing a walking club wite 
friends. PLAY 60 presents organized sports - including youth football - as a very good way to 
get active, but certainly not the only way. 

Through the league’s PLAY 60 Super Bowl Contest, for example, 12 year old Jared Doutt from 
Erie, Pennsylvania, took his family to Arizona two years ago and enjoyed the unique experience 
of being on the field and handing the game ball to the official to kick off Super Bowl XLII. 

Since then, Jared’s goal has been to make his family and his school healthier. He formed a 
PLAY 60 club at his middle school that will launch this January. At home, he ensures that he 
and his 6-year-old sister plays outside regularly, even coaching her soccer team after school. 

The Super Bowl contest is only one example of the NFL’s year-round commitment. The NFL 
PLAY 60 initiative is a prominent part of all NFL calendar events - including Super Bowl, Pro 
Bowl, Draft, Kickoff and Thanksgiving Day. 

With South Florida hosting the Pro Bowl this year, the NFL is asking all of its All Star players to 
fan out across the community on a single day to complete youth health and wellness oriented 
projects. The NFL PLAY 60 Pro Bowl Community Blitz will involve NFL Pro Bowl players 
building playgrounds, hosting youth football clinics, and leading healthy cooking 
demonstrations. I look forward to participating in the Blitz and being part of such an exciting 
project - which is illustrative of the type of work the NFL is doing in this area. 
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I have attached to my testimony descriptions of some of the programs the NFL supports in its 
PLAY 60 initiative. 

Mr. Chairman, I commend you on holding this hearing and focusing Congressional attention on 
this vital public health issue. I look forward to working with you and members of the 
subcommittee and look forward to answering your questions. 
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Key NFL PLAY 60 programs are outlined below : 

NFL PLAY 60 Challenge is the NFL PLAY 60 in-school curriculum, created in partnership 
with the American Heart Association. The NFL PLAY 60 Challenge teaches educators and 
children to integrate health and fitness into daily classroom lessons. The NFL PLAY 60 
Challenge provides 50 short activities that teachers can weave in throughout the school day and 
kids can implement at home. 

NFL Take a Player to School allows kids to bring the ultimate ‘show-and-telT to their 
classrooms each year. Lucky students in 34 cities nationwide win the chance to arrive at school 
with an NFL player and to design the Ultimate NFL Gym Class with that player. Together, the 
NFL player and the winning student lead classmates in fitness activities and talk about the 
importance of good health and smart food choices. 

Mini Recharge! is a youth fitness program produced by the NFL and Action for Healthy Kids. 
Packed with action and loaded with fun, Mini ReCharge! kits are full of activities designed to get 
kids on their feet and energized. The kits are distributed nationwide to schools, after-school 
programs, and local community groups. 

Fuel Up to Play 60 is an NFL and National Dairy Council program that supports student-fueled 
efforts to bring about healthy changes within their schools. This program shows student teams 
how they can responsibly and effectively engage key school and community leaders to create 
healthy school environments. 

Keep Gym In School is the NFL Network's PLAY 60 program, working with Verizon Fios, 
Comcast and Cox Cable to adopt and deliver high quality, daily physical education opportunities 
to schools in four school districts across the U.S. Keep Gym In School provides support as 
needed to upgrade facilities, hire certified Physical Education instructors, and supply equipment 
for Physical Education classes. In addition, schools nationwide can compete for ten $1,000 
grants to support physical education in their school. 

The NFL PLAY 60 Super Bowl Contest allows young fans to explain how staying active helps 
them live better lives. One lucky child who submits a short essay about the role of health and 
fitness in his/her life will win the ultimate prize - a chance to run on field with the game ball and 
hand it to the referee in front of millions right before kickoff at Super Bowl. 

NFL Flag Football, NFL Punt, Pass and Kick, and the NFL Girls Flag Football Leadership 
Program encourage all young fans to be active and fit. In addition to these year-round programs, 
special NFL PLAY 60 Youth Football Festivals during major events such as the Draft, 

Kickoff, Super Bowl and Pro Bowl allow thousands of children to get active alongside NFL 
superstars. Kids in underserved areas of NFL markets also get the chance to engage in PLAY 60 
activities through new and refurbished fields, courtesy of the NFL Grassroots field grant 
program. 
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Hometown Huddle is the NFL's annual league-wide day of service held in October in 
partnership with United Way. All 32 teams - including players, coaches, owners and staff - host 
a service project in their local community. Since 2007, these projects have reflected the NFL's 
commitment to getting kids active and healthy; teams use this day to build playgrounds, 
refurbish gymnasiums and teach kids about the importance of healthy living. 

All 32 NFL teams are heavily engaged in PLAY 60. Players make school visits to talk about 
the importance of health, host youth fitness events, constract youth fitness zones, and film public 
service announcements. Whatever forms the community outreach may take, the message is the 
same: NFL teams and their players know the importance of youth health and fitness. 
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Mr. Pallone. Dr. Hassink. 

STATEMENT OF SANDRA HASSINK, M.D. 

Dr. Hassink. Well, good morning, and thank you. I appreciate 
this opportunity to testify today on childhood obesity, and I am 
proud to represent the American Academy of Pediatrics. Allow me 
to share with you a story. 

Janie is a 9-year-old patient of mine in our obesity clinic. When 
she first came to us, her BMI was 35, that means her weight was 
about 150 pounds, and she was not doing well in school. As we 
talked, I learned a number of things about this little girl’s life and 
health habits. 

Janie told me she did not eat breakfast. She had lunch at school, 
but bought extra snacks. After school, she would have cookies at 
her grandma’s House and was drinking six cans of soda and sev- 
eral glasses of juice a day. 

Janie did her homework at her grandmother’s house, but she 
didn’t go outside often because her neighborhood wasn’t safe. She 
was having 5 to 6 hours of screen time each day and she went to 
bed around 11 o’clock while watching TV in her room. 

She has physical ed in school only one day a week, and she had 
to use her asthma inhaler often, so exerting herself was uncomfort- 
able for her. She was being teased and bullied by some of her 
peers, which made her unhappy and caused her school work to suf- 
fer. 

How do we help a child like Janie? First and foremost, we must 
recognize there is no single factor responsible for obesity in a case 
like this. Obesity, in the end, is the result of a complex interplay 
of different issues. Any solution must therefore be equally complex 
and multifaceted. 

Davidson and Birch describe the socioeconomic model obesity 
which illustrates the many factors that impact weight. The concen- 
tric circles of this model show the issues related to the individual, 
family, community and larger social structure that either promote 
or inhibit good nutrition, physical activity and overall health. Any 
meaningful attempt to stem the rising tide of obesity must address 
many of these issues simultaneously over a prolonged period of 
time in order to produce sustainable change. 

The health care community is currently engaged in a race to 
learn what types of intervention we can employ in medical practice 
to reduce pediatric overweight and obesity. A number of common 
elements among successful interventions have begun to emerge. 

The medical home. Every child must have access to a medical 
home that will provide continuity of care and coordinate the serv- 
ices received from various sources. Without a medical home, the 
child and family receive fragmented and inconsistent advice and 
services. In the case of obesity, where progress must be tracked 
methodically and longitudinally, a medical home is critical to the 
success of any health care intervention. 

Levels of care. The Expert Committee on Obesity in 2007 rec- 
ommended that patients have access to four levels or stages of care 
explained in my written testimony. These stages of care allow 
health care practitioners to tailor their approaches to the child and 
family based upon their current health status, readiness to change 
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and other special needs. Public and private health insurers must 
provide appropriate payment based upon the complexity of the 
child’s case and the level of service required. 

Family center care. Successful interventions cannot focus upon 
the child to the exclusion of the rest of the family. Children have 
limited control over the foods they eat or are served, the amount 
of physical activity in which they engage, and other key factors 
that determine their health. The engagement of the entire family 
and behavior change is critical to the success of a practice based 
intervention. 

While practice based interventions are a vital tool, we must also 
recognize that health is profoundly affected by the community in 
which a child lives. Without equal attention to community-based 
policy interventions, practice-based approaches have a much-re- 
duced likelihood of success. 

Child nutrition programs. Federal child nutrition programs 
should require all participating schools, child care providers and 
other institutions to follow the dietary guidelines in serving meals 
and snacks to children. The Secretary of Agriculture should have 
authority to regulate competitive foods. The AAP strongly supports 
the recent updates to the WIC food packages and breast feeding 
promotion, which is an important component of establishing good 
nutrition and appropriate feeding habits at the beginning of life. 

The reinstatement of compulsory daily quality physical education 
classes is vital to children’s health and can also impact their ability 
to learn in the classroom. Screen time for children should be lim- 
ited to less than 2 hours a day. 

Our physical environment, the built environment, determines to 
a large extent how children travel, move and play. Modern commu- 
nities have been created for cars, not children. The AAP has issued 
recommendations for the design of communities to provide healthy 
active living. 

Sugar sweetened beverages are a significant source of empty cal- 
ories in many children’s diets. The AAP recommends eliminating 
sweetened drinks in schools and strictly limiting soft drinks and 
fruit juice in children’s diets. The AAP also supports taxation of 
sugar sweetened beverages as an method of both reducing con- 
sumption and raising revenue for other children’s health priorities. 

Finally, the AAP supports a ban on junk food advertising during 
programming that is viewed by young children and calls upon Con- 
gress and the FCC to prohibit interactive advertising to the chil- 
dren. 

Children and families deserve all the help we can give them in 
combating this epidemic. I thank you, Mr. Chairman, for this invi- 
tation, and look forward to your questions. 

Mr. Pallone. Thank you. Dr. Hassink. 

[The prepared statement of Dr. Hassink follows:] 
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Good morning. 1 appreciate this opportunity to testify today before the Energy and 
Commerce Subcommittee on Health regarding childhood obesity. My name is Sandra G. 
Hassink, MD, FAAP, and I am proud to represent the American Academy of Pediatrics 
(AAP), a non-profit professional organization of more than 60,000 primary care 
pediatricians, pediatric medical sub-specialists, and pediatric surgical specialists 
dedicated to the health, safety, and well-being of infants, children, adolescents, and 
young adults. I currently chair the AAP’s Obesity Leadership Workgroup and represent 
the mid-Atlantic states on the AAP’s Board of Directors. I direct the Nemours Pediatric 
Obesity Initiative at AI duPont Hospital for Children in Wilmington, Delaware, where I 
also serve as the chair of the Hospital Ethics Committee. In addition, 1 am Assistant 
Professor of Pediatrics at Jefferson Medical College at Thomas Jefferson University in 
Philadelphia, Pennsylvania. 

Childhood obesity is generally recognized as one of the most pressing pediatric medical 
issues of this generation. Experience is teaching us that obesity is a multi-factorial 
problem that requires an equally sophisticated and comprehensive solution. 

Background on Childhood Obesity 

The rapid increase in the prevalence of childhood obesity has alarmed public health 
agencies, health care clinicians, health care researchers, policymakers and the general 
public. In 2005-2006, 30.1 percent of children were overweight (defined as at or above 
85 percent of body mass index (BMI) for age) and 15.5 percent were obese (at or above 
95 percent of BMI for age).' 
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Childhood obesity continues to be a leading public health concern, as these children are 
more likely to be obese as adults and are therefore at a higher risk for a range of health 
problems throughout their lives. Obese adolescents have an 80 percent likelihood of 
becoming obese adults.^ One landmark study found that 25 percent of obese adults were 
overweight as children, and that if overweight begins before 8 years of age, obesity in 
adulthood is likely to be more severe.^ 

During their youth, obese children and adolescents are more likely to have risk factors 
associated with cardiovascular disease (such as high blood pressure, high cholesterol, and 
Type 2 diabetes) than are other children and adolescents. In a population-based sample 
of 5 to 17 year olds, 70 percent of obese children had at least one cardiovascular disease 
risk factor while 39 percent of obese children had two or more cardiovascular disease risk 
factors.'' Further, obese children are a higher risk for a number of other short and long 
term health outcomes. Specifically, obese children are more likely to experience acute 
metabolic and orthopedic emergencies, chronic illness such as Type 2 diabetes, liver 
disease, and obstructive sleep apnea as well as increased psychosocial morbidity. Obese 
children also experience decreased physical function and delayed or altered 
developmental trajectory due to the physical limitations of a significantly increased body 
mass. Severely obese children and adolescents have lower health-related quality of life 
than children and adolescents who have a normal BMl and similar quality of life as 
children diagnosed as having cancer.^ 
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Overweight and obesity and their associated health problems also have a significant 
economic impact on the U.S. health care system. Medical costs associated with 
overweight and obesity may involve direct and indirect costs. Direct medical costs may 
include preventive, diagnostic, and treatment services related to obesity. Indirect costs 
relate to loss of income from decreased productivity, restricted activity, absenteeism, and 
income lost by premature death. According to a 2009 study of national costs attributed to 
overweight and obesity, medical expenses may have reached as high as $147 billion in 
2008.* Approximately half of these costs were paid by Medicaid and Medicare. Obesity- 
associated annual hospital costs for children and youth more than tripled over two 
decades, rising from $35 million in 1979-1981 to $127 million in 1997-1999.’ 

Although there has been an overall increase in child obesity rates in the United States in 
recent years, significant disparities exist among races, sexes and income levels. 

According to the Centers for Disease Control and Prevention (CDC) National Health and 
Nutrition Examination Survey (1976-1980 and 2003-2006), the prevalence of obesity 
has significantly increased for years 2003-2006 compared to the initial study in years 
1976-1980. For all children aged 2 to 5 years, obesity prevalence increased from 5 
percent to 12.4 percent; tor those aged 6 to 1 1 years, prevalence increased from 6.5 
percent to 17 percent; and for those aged 12 to 19 years, prevalence increased from 5 
percent to 17.6 percent. In 2007 alone, the CDC found that 19.2 percent of boys and 13.5 
percent of girls age 10 to 17 were obese.* 



70 


According to the CDC, obesity prevalence was highest among Mexican American 
adolescent boys at 22.1 percent and American Indian/Alaska Native children at 21.2 
percent, growing at a rate of about half a percentage point each year from 2003 to 2008. 
African American boys had the next highest rate of obesity at 18.5 percent, followed by 
non-Hispanic white boys at 17.3 percent.’ The most recent CDC data showed that for 
girls age 12 to 19 years, African-American girls had the highest prevalence of obesity at 
27.7 percent, compared to that of Mexican American girls at 19.9 percent and non- 
Hispanic white girls at 14.5 percent.'® 

Overall, poverty has been associated with greater obesity prevalence among adolescents; 
however, subgroups have differed. In one report, for example, obesity prevalence among 
younger African American male adolescents was higher in middle- and hig- income 
families than in low-income families, but prevalence among older black male adolescents 
was higher in low-income families." Among white teen girls, the prevalence of 
overweight and obesity decreases with increasing socioeconomic status. Among African 
American teen girls, however, the prevalence of overweight remains the same or 
increases with increasing socioeconomic status.'^ A CDC study showed that one of 
seven low-income, preschool-aged children is obese, but the obesity epidemic among this 
population may be stabilizing. The prevalence of obesity in low-income 2 to 4 year olds 
increased from 12.4 percent in 1998 to 14.5 percent in 2003 but rose to only 14.6 percent 
in 2008.'^ 
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Rates of childhood overweight and obesity also vary considerably based on geography. 
In 2008, statewide childhood rates of overweight and obesity ranged from a low of 23.1 
percent in Utah and Minnesota to a high of 44.4 percent in Mississippi.'"* 

Childhood Obesity: One Patient’s Perspective 
Allow me to share with you a story. 

Janie is a nine-year-old patient of mine in our obesity clinic. When she first came to us, 
her BMl was 35 and she was not doing well in school. As we talked, I learned a number 
of things about this little girl’s life and health habits. Janie told me that she did not eat 
breakfast. She had lunch at school but often shared food with friends. After school, she 
would have sugary snacks at grandma’s house. In addition, she was drinking 6 cans of 
soda and several glasses ofjuice daily. Janie did her homework at grandma’s house, but 
she did not go outside often because it is not safe. She was having five to six hours of 
screen time each day, and she went to bed around 1 1pm while watching TV in her room. 
She had physical education at school only once per week, and even then she had to use 
her asthma inhaler often, so exerting herself was uncomfortable. She was being teased 
and bullied by some of her peers, which made her unhappy and caused her schoolwork to 
suffer. 


How do we help a child like Janie? 
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First and foremost, we must recognize that there is no single factor responsible for 
obesity in a case like this. Obesity is the end result of a complex interplay of different 
issues. Any solution must therefore be equally complex and multi-faceted. 

Davidson and Birch described the “socio-ecologic” model of obesity, which illustrates 
the many factors that impact weight. The concentric circles of this model show the issues 
related to the individual, family, community, and larger social structure that either 
promote or inhibit good nutrition, physical activity, and overall health. Any meaningful 
attempt to stem the rising tide of obesity must address many of these issues 
simultaneously and over a prolonged period of time in order to produce sustainable 
change. 


Source: Davison KK, Birch LL. Obes Rev. 2001 Aug;2(3): 159-71. 
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Practice-Based Interventions 

The health care community is currently engaged in a race to learn what types of 
interventions we can employ in medical practice to reduce pediatric overweight and 
obesity. Successful strategies will vary based on a range of factors, including the age of 
the child, the community in which they live, their race and other characteristics, 
economic circumstances, and much more. While the scientific evidence in this area 
remains less than robust, a number of common elements among successful interventions 
have begun to emerge. 

Medical Home . Every child must have access to a medical home that will provide 
continuity of care and coordinate the services received from various sources. Without a 
medical home, the child and family receive fragmented and inconsistent advice and 
services.'* Obesity is a disease that requires the multidisciplinary care of pediatricians, 
subspecialists and surgeons, nurses, dieticians, mental health professionals, exercise 
specialists, school or preschool staff, and social workers. Accurate interactive 
communication among professionals, patients and families is essential to achieving good 
health for obese children. Links to the community, schools, and child care help support 
the family and child in healthy lifestyles. Ultimately, this represents the ability to tailor 
individual solutions for families and children that take into account the unique genetic, 
environmental, family and community factors which operate in each child’s life. In the 
case of obesity, where progress must be tracked methodically, a medical home is critical 
to the success of any health care intervention. 
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Levels of Care. The Expert Committee convened by the Department of Health and 
Human Services in 2007 recommended that patients have access to four levels, or 
“stages” of care:'* 

• Stage 1 : A Prevention Plus protocol, where patients are counseled about weight 
loss strategies and monitored monthly for progress. If improvement does not 
occur in 3 to 6 months, patients should be moved to the next stage. 

• Stage 2: A Stnictured Weight Management protocol, where the family and 
provider develop an explicit plan for weight loss following specific parameters 
on nutrition, physical activity, and other issues. If improvement does not occur 
in 3 to 6 months, patients should be moved to the next stage. 

• Stage 3: A Comprehensive Multidisciplinary protocol, in which patients are 
served by a multidisciplinary team that addresses family-based behavior 
modification. 

• Stage 4: Tertiary Care protocol, which involves a referral to pediatric tertiary 
weight management center with access to a multidisciplinary team with expertise in 
childhood obesity and which operates under a designed protocol. 

These stages of care allow health care practitioners to tailor approaches to the child and 
family based upon their current health status, readiness to change, and other special 
needs. Public and private health insurers must provide appropriate payment based upon 
the complexity of the child’s ca.se and the level of services required. 


Family-Centered Care. Successful interventions cannot focus upon the child to the 
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exclusion of the rest of the family. Children have limited control over the foods they eat 
or are served, the amount of physical activity in which they engage, and other key factors 
that determine their health. Studies have shown that children gain more weight during 
the summer months than during the school year.’’ The engagement of the entire family 
in behavior change is critical to the success of a practice-based intervention.'*’® 

Parents and families need information and skills to manage healthy lifestyle change and 
obesity treatment. Literacy (especially health literacy) and cultural factors are key issues 
and may be barriers to overcome in addressing obesity. Families can be unaware of the 
impact of the media on children’s food choices, and unsure how to manage that impact 
effectively. Parenting around nutrition and activity requires basic and sometimes 
advanced parenting skills which families need support to develop. 

Much more research is needed to identify the models that are most effective in promoting 
healthy weight and overall good health among children of all ages and backgrounds. The 
AAP commends the National Institutes of Health for its work in this area, including the 
recent announcement of $37 million in grants that use findings from basic research on 
human behavior to develop more effective interventions to reduce obesity Only 
through such efforts can we continue to build the knowledge base in order to better serve 
children and their families. 

Community-Based and Policy Interventions 

While practice-based interventions are a vital tool, we must also recognize that health is 
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profoundly affected by the community in which a child lives. Without equal attention to 
community-based and policy interventions, practice-based approaches have a much 
reduced likelihood of success. Federal laws such as transportation reauthorization, the 
Elementary and Secondary Education Act, and the Farm Bill have a significant impact on 
the health and wellbeing of children across our nation. The American Academy of 
Pediatrics recommends a wide range of community-based and federal, state, and local 
policy actions that address the full scope of factors that impact childhood overweight and 
obesity. 

Child Nutrition Programs. The National School Lunch Program, School Breakfast 
Program, Child and Adult Care Food Program, and other federal child nutrition programs 
should require all participating schools, child care providers, and other institutions to 
follow the Dietary Guidelines in serving meals and snacks to children.^^’^^’^'* The 
Secretary of Agriculture should have the authority to regulate so-called “competitive 
foods,” which are sold in schools outside the official school lunch, breakfast or snack 
programs. The AAP strongly supports the recent updates to the Special Supplemental 
Nutrition Program for Women, Infants and Children (WIC) food packages, which 
brought those packages into line with the Dietary Guidelines. Breastfeeding promotion is 
also an important component of establishing good nutrition and appropriate feeding 
habits at the beginning of life, along with the proven health benefits breastfeeding confers 
upon both mother and child.^^ 

Promotion of Physical Activity. The federal government can play a crucial role in 
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promoting physical activity through a host of programs. Programs like CDC’s “Bam! 
Body and Mind” and the Department of Education’s Carol M. White Physical Education 
Program directly encourage children to engage in vigorous exercise, while Interior 
Department agencies have established programs to welcome families to outdoor activities 
in our national parks, forests, and wildlife refuges. Federal resources are critical to 
promoting a new social norm in which physical activity is expected, supported, and 
enjoyed by all, regardless of age.^* 

The AAP recommends a wide range of policies for government at all levels to encourage 
physical activity for children. The reinstatement of compulsory, daily, quality physical 
education classes is vital to children’s health and can also impact their ability to learn in 
the classroom. AAP also supports comprehensive community sport and recreation 
programs that allow for community and school facilities to be open after hours and make 
physical activities available to all children and youth at reasonable costs, and access to 
recreation facilities should be equally available to both sexes. Federal programs can 
promote the reduction of environmental barriers to an active lifestyle through the 
construction of safe recreational facilities, parks, playgrounds, bicycle paths, sidewalks, 
and crosswalks.^’ Screen time for children should be limited to no more than one to two 
hours of quality programming daily, which should take into account activities at school, 
at home, and in other settings such as after-school programs.’* 

Built Environment. Our physical environment detennines to a large extent how 
children travel, move, and play. As communities have been designed primarily for 
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convenient automobile travel, opportunities for non-motorized commuting, walking and 
outdoor recreation have often inadvertently been reduced or eliminated. The AAP has 
issued recommendations for the design of communities to promote healthy, active 
living.® 

Sugar-Sweetened Beverages. Sugar-sweetened beverages are a significant source of 
empty calories in many children’s diets. The AAP recommends eliminating sweetened 
drinks in schools^® and strictly limiting soft drinks and fruit juice in children’s diets.®' 

The AAP also supports taxation of sugar-sweetened beverages as a method of both 
reducing consumption and raising revenue for other child health priorities. 

Food Labeling and Marketing. Studies have demonstrated that unhealthy foods are 
marketed to children much more often than healthy ones.®^ The American Academy of 
Pediatrics strongly supports additional regulation of food marketing to children. AAP 
supports a ban on junk-food advertising during programming that is viewed 
predominantly by young children; supports limiting commercial advertising on children’s 
programming to no more than 5 to 6 minutes per hour, which would decrease the current 
amount by 50 percent; and calls upon Congress and the Federal Communications 
Commission to prohibit interactive advertising to children in digital TV and online 
platforms.®® 

In conclusion, the American Academy of Pediatrics commends you, Mr. Chairman, for 
convening this hearing on the important and timely issue of promising models to address 
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childhood obesity. The Academy is grateful for the Committee’s commitment to child 
health, and we hope you will consider us a partner and supporter in your efforts to reduce 
the health and economic burdens which obesity inflicts upon our children and our nation. 
I appreciate this opportunity to testify, and I look forward to your questions. 
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Mr. Pallone. Dr. Nowak. 

STATEMENT OF JEREMY NOWAK 

Mr. Nowak. Thank you, Mr. Chairman. Distinguished members 
of the Subcommittee on Health, thank you for inviting me to tes- 
tify. My name is Jeremy Nowak. I am the president of the Rein- 
vestment Fund. We are a community development financial institu- 
tion with a principle location in Philadelphia, although offices are 
in Baltimore and Washington, D.C. We manage about $600 million 
in assets and are active throughout cities and towns in the mid- 
Atlantic. 

I would like to bring an economic development perspective to the 
issue of childhood obesity. Comprehensive approach to reducing 
childhood obesity and diet-related diseases in our view has to take 
into account the issue of access to high quality, fresh food. While 
having a choice between healthy foods and unhealthy foods will not 
in and of itself solve the problem, a lack of healthy food choice will 
certainly keep us from a solution. 

We have provided about $1 billion of loans and investments into 
some of America’s poorest communities. During the past 5 years, 
we have managed the Pennsylvania Fresh Food Financing Initia- 
tive, which was referenced in the first panel. We have done this in 
collaboration with The Food Trust, a nonprofit policy and advocacy 
group, and the State of Pennsylvania. Both have been really impor- 
tant partners. 

We are, as far as we know, the most successful economic develop- 
ment effort in the Nation, dedicated to ensuring that all commu- 
nities have access to competitively-priced fresh food. In that sense, 
we are more than an economic development initiative. We are also 
a health and community building program. It creates local jobs, re- 
vitalizes neighborhoods, and demonstrates the widespread demand 
for quality food among working and low income families. 

In my testimony, I want to talk a little bit about why the Penn- 
sylvania Fresh Food Financing Initiative works and why we think 
that a national fresh food financing initiative ought to be part of 
any comprehensive attempt to reduce childhood obesity. 

The most important point I want to leave you with, if I leave you 
with nothing else, is that this problem is absolutely solvable from 
the perspective of access. This is a solvable problem from the per- 
spective of access. 

So now let me talk about the Pennsylvania Fresh Food Financing 
Initiative. We are a collaboration of public, private and civic cen- 
ters. It is created through the initial organizing of The Food Trust, 
who brought together public officials, health care practitioners, con- 
sumer advocates and retail operators. It was very important to 
have the retail industry and the private sector in at ground zero 
to design this program. 

Together, we shined a light on the problem through a data-driv- 
en analysis and then a programmatic strategy. The result was a 
partnership with the State of Pennsylvania, and I will talk a little 
bit about the use of the money later, who put up $30 million, and 
the Reinvestment Fund matched it on a three-to-one basis with $90 
million of private money. 
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Since 2004, the year we launched, we have approved the financ- 
ing of 81 projects, from full service 70,000 square foot super- 
markets to 900 square foot shops; from traditional entrepreneurs 
to co-ops and public markets, like the one I noted when the Con- 
gressman from Lancaster was here in the first session, and we did 
a public market in the city of Lancaster, which was a terrific mar- 
ket. 

Since then, that has resulted in 1.5 million square feet of new 
development, about 4,800 full and part-time jobs and fresh-food ac- 
cess to more than 400,000 people that did not have it before. The 
financing efforts have created new stores in abandoned lots, re- 
freshed stores that have previously been closed, and led to signifi- 
cant expansions with enhanced inventory selections. They are in 
the inner city, but they are also in rural Pennsylvania, and they 
are in small town Pennsylvania, places like Lancaster, Gettysburg, 
York, throughout the State. 

There are six things that I detailed, and I won’t go through them 
at great length. But there are six things that I detailed that are 
key to our success. One, we use some of the money for subsidies, 
small subsidy grants to help entrepreneurs incur some of the bar- 
rier entry costs that are there and also to help move private debt 
into the projects where credit enhancements were needed. 

Number two, we did this through very flexible financing. We 
made sure that access to capital would be there for customers in 
a variety of different — through a variety of different financial prod- 
ucts based on the need of the customers. We used multiple strate- 
gies; this was not just about big super markets. It was about en- 
hancing the inventory of small corner stores. It was about helping 
the small bodega expand their inventory and open up a second 
store. But it was also about the large retail operations. 

We targeted our money using a very sophisticated spatial data- 
base. We did it with market expertise. We know how to underwrite 
through the underwriting the business and real estate under- 
writing, and we have had a high quality of transparency through- 
out. 

This project has been replicated. It has been cited as an innova- 
tive model by the U.S. Centers for Disease Control and Prevention; 
the National Conference of State Legislatures; Harvard’s Kennedy 
School of Government; and the National Governors Association. It 
can build on the demonstrated success of the program. 

There are a variety of States right now, Louisiana, Illinois, New 
Jersey — New York is going to announce it today at 11:00; Governor 
Paterson is going to announce the beginning of such a program — 
that are in various stages of development. We are working in fact 
in New Jersey, and we hope to announce new stores in Newark, 
Atlantic City and Paterson some time quite soon. 

In partnership with the Food Trust and Policy Link, a national 
group that specializes in the replication of proven initiatives, we 
have been in discussion with Members of Congress and with the 
Obama administration regarding the design and capitalization of a 
national initiative. The idea of a national program is not meant to 
replicate local initiatives but to accelerate their development. 

Anything that happens has got to facilitate private money and be 
matched by local government. Nor is it meant to crowd out private 
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investment, but once again to facilitate its entry. It was easier, 
frankly, to come up with $90 million of private money 5 years ago 
than it is today, and in fact, the way we would use grant money 
or public money to facilitate private money would be a bit different 
right now than it was 5 years ago. 

We have developed — and I know my time is short. So I will just 
say a few other things. We have developed this spatial statistical 
model that uses retail food data, distance-to-store analytic with 
grocers with annual sales of $2 million or more, and a real estate 
cluster model that we think conservatively estimates the market 
viability for additional fresh food retailers. Based on this analysis, 
we think that there are 23 million Americans living in communities 
without access to high quality fresh food, even though there is com- 
mercial viability for store location. 

This is the critical issue. If we are going to solve the access prob- 
lem, you can only solve it at the intersection of social need and 
market viability, retail viability. And this is possible. If there was 
a billion dollar program, in our view, from the Federal Government 
that was maxed at a minimum of a dollar per dollar, we could im- 
prove health access to 15 million people, help create or improve 
2,100 stores, rehabilitate 50 million square feet of retail space and 
create and retain 29,000 full-time jobs and 119,000 part-time jobs 
based on the metrics we extrapolate from the State of Pennsyl- 
vania. 

I will leave you with one other thought. There is clearly a bridge 
here between economic development and health impacts. People on 
this panel and the people on the panel before know more about the 
health issue as it relates to childhood obesity. We know there is no 
simple answer to this. But it is clear to us that access is a piece 
of the solution puzzle. We also know it is about education, but we 
know that we will need an educational commitment that is as sig- 
nificant as the kind of commitment we had when we first started 
to target anti-smoking ads to young people. 

We know it is about more sustainable agriculture processes, but 
surely the necessity for fresh food access has to be part of the tool- 
box of solutions. Let’s not forget the place-based factors at work 
here. They are real. They are the ones that we live with all the 
time in the work that we do. It is not just an urban issue. It is also 
a rural, small town issue, and there are opportunities to solve it 
and sign posts that say there is a way to get it done. 

Thank you again for inviting my testimony. I wish you the best 
as you grapple with the critical issue of childhood obesity, its link 
to disease, and the best intervention strategies for us going for- 
ward. Thank you very much. 

[The prepared statement of Mr. Nowak follows:] 
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House Subcommittee on Health 
Innovations in Addressing Childhood Obesity 
December 16, 2009 

Mr. Chairman and Distinguished Members of the Subcommittee on Health, thank you for 
inviting me to testify. My name is Jeremy Nowak. I am President of The Reinvestment Fund 
{TRF), a community development financial institution located in Philadelphia, with offices in 
Baltimore and Washington D.C. We manage assets of more than $600 million and are active in 
cities and towns through much of the Mid-Atlantic. 

I bring an economic development lens to the issue of childhood obesity. A comprehensive 
approach to reducing childhood obesity and diet-related diseases must take into account the 
issue of access to high quality fresh food. While having a choice between healthy foods and 
unhealthy foods will not in and of itself solve the obesity problem, a lack of healthy food 
choices will certainly keep us from a solution. 

TRF has provided a billion dollars in loans and investments into some of America's poorest 
communities; financing 18,000 housing units, 7 million square feet of commercial real estate, 
28,000 thousand charter school seats, 10,000 child care slots, and hundreds of small 
businesses from retail to manufacturing firms. Among our borrowers are supermarket 
operators that have located within urban and rural communities that previously lacked this 
basic amenity that so many of us take for granted. 

During the past five years we have managed the Pennsylvania Fresh Food Financing Initiative 
jFFFI) in collaboration with the Food Trust (a non-profit policy and advocacy organization) and 
the State of Pennsylvania. FFFI is the most successful economic development effort in the 
nation dedicated to ensuring that all communities have access to competitively priced, fresh 
food. FFFI is more than an economic development initiative; it is also a health and community 
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building program that creates local jobs, revitalizes neighborhoods, and demonstrates the 
widespread demand for quality food among working and low income families. 

In my testimony today I want to explain why FFFI in Pennsylvania works and why a national 
fresh food financing initiative must be part of any effort to reduce childhood obesity. The most 
important thought that I want to leave you with is that this is a solvable problem from the 
perspective of access, but only if we focus economic and civic resources in the right way. 

The Pennsylvania Fresh Food Financing Initiative: Pennsylvania FFFI is a collaboration of 
public, private, and civic sectors created through the initial organizing efforts of the Food Trust. 
The Food Trust brought together public officials, healthcare practitioners, consumer advocates, 
and retail operators to first shine a light on the problem through a data driven analysis and 
then advocate for a programmatic solution. The result was a public-private partnership where 
the state of Pennsylvania put up an initial $30 million grant that was matched with $90 million 
of private money raised by The Reinvestment Fund. The match came from a variety of sources 
including a bank-led debt syndication, investments through Federal New Market Tax Credits, 
and equity from the operators themselves. 

Since 2004, the year of the FFFI launch, we have approved the financing of 81 stores from full- 
service 70,000 square foot supermarkets to 900 square foot shops; and from traditional 
entrepreneurs to co-ops and public markets. That has resulted in projects whose total 
development costs exceed $150 million, resulting in 1.5 million square feet of new 
development, approximately 4,800 full and part-time jobs, and fresh food access for more than 
400,000 people. The financing efforts have created new stores on abandoned lots, refreshed 
stores that had previously closed, and led to significant store expansions with enhanced 
inventory selections. They are located in the inner city and in small town Pennsylvania. 

There are six elements that account for our success: 

1) Smart Subsidy: Based on our analysis of development cost obstacles, particularly in the 
inner city, we designed FFFI to provide both debt financing and small subsidy grants. 
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The grants were used to write down certain costs (predevelopment and fixed) that 
entrepreneurs could not reasonably incur. These costs included such things as work 
force training and land assembly. Higher fixed costs, in the form of insurance and public 
safety issues are also an issue. 

2) Flexible Financing: FFFI provides a range of debt financing products from lease-hold 
improvements and equipment loans to acquisition and construction financing; for both 
short and term and permanent financing needs. The financing is shaped around the 
need of the customer and the requirements of other financing entities involved in the 
project. While access to capital was less of an issue five years ago when we began, it 
has become a more significant issue today, even for established, multi-store operators. 
Our ability to provide flexible financing is directly related to how the program was 
structured. We are under a performance-based contract with the State but are allowed 
to develop very flexible and context-driven financial products as long as we meet the 
production goals of the contract. 

3) Multiple Strategies: FFFI does not assume that one size fits all but that a variety of 
approaches must be used depending again on the social and entrepreneurial context. In 
some situations we finance a new modern store and in other situations we work with 
grocers to expand and adapt their inventory. In one particularly exciting project. The 
Food Trust worked with small corner grocers to purchase refrigerated barrels to keep 
fresh fruit to be purchased by students on their way to and from school. 

4) Targeted Investments: We use a high quality spatial database to make certain that 
investments are made in places that were without appropriate access. Moreover, we 
work with entrepreneurs to make certain that their previous business history, present 
business strategy, and actual product offerings lead to fresh food access. The industry 
expertise and marketing networks of the Food Trust are critical to this later effort. 

5) Market Expertise: TRF is an experienced business and real estate finance underwriter. 
We approached FFFI as we would any business portfolio, and hence we have built a 
very strong (even in these times) track record of business sustainability. We use all of 
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the conventional analytics that any underwriter would use regarding management 
capacity, business operations, and competitive advantage. To date, we have suffered 
minimal capital write downs; better than industry averages, although we should note 
that this is a very young portfolio. 

6) Impact Transparency: We carefully count what we finance in terms of traditional 
indicators including jobs, commercial space, and total development cost. We have also 
undertaken discrete studies on the implications of supermarkets on local housing 
values, the cost issues related to urban stores, and the location of employees that 
receive new retail jobs at the stores. We are happy to share those studies with this 
committee. One of the great things about doing these studies as we invest capital is 
that it sharpens our capacity to ask impact questions in the early stage of underwriting. 

The Pennsylvania story can be replicated: The Pennsylvania Fresh Food Financing Initiative 
has been cited as an innovative model by the U.S. Centers for Disease Control and 
Prevention, the National Conference of State Legislatures, Harvard's Kennedy School of 
Government, and the National Governors Association. A national program can build on the 
demonstrated successes of this program for the benefit of the nation as a whole. Support 
for such a program comes from industry, civic organizations, and elected officials, including 
ail of the major state and national grocer associations. 

Today there are a variety of states - Louisiana, Illinois, New Jersey, and New York to name a 
few -that are already initiating similar programs. They are in various stages of 
development. In New Jersey, TRF is working with the State's Economic Development 
Administration, Living Cities (a national collaboration of philanthropies), and the Casino 
Reinvestment Corporation to lead the replication. We hope to announce new stores in 
Newark, Atlantic City, and Patterson in the very near future. 

In partnership with the Food Trust and PolicyLink {a national policy group that specializes in 
the replication of proven initiatives), we are in discussions with the Obama Administration 
and members of Congress regarding the design and capitalization of a national fresh food 
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financing initiative. The idea of a national program is not meant to replace local initiatives, 
but rather to accelerate their development. Nor is it meant to crowd out private 
investment, but rather to facilitate its entry. 

At a time when we are rightly concerned about jobs and the rising cost of health care, a 
national fresh food financing initiative makes for good public policy. The use of Federal 
grants, loan guarantees, and tax credits to match sirhilar efforts at the state and regional 
level, as well as matching private sector investment, can have a dramatic effect on 
American communities. 

TRF recently developed a spatial-statistical model that uses retail food data, a 'distance to 
store’ analytic for grocers with annual sales of $2 million or more, and a real estate cluster 
model that we think conservatively estimates market viability for additional fresh food 
retailers. Based on this analysis our estimate is that there are approximately 23 million 
Americans living in communities without access to high quality fresh food, even though 
there is commercial viability for store location. Approximately 80% of those Americans live 
in low and moderate income communities. 

Using metrics from the Pennsylvania experience we can model what the effect of a one 
billion dollar federal commitment might be, if it were matched by the private sector at a 
minimum dollar per dollar amount. It would result in the following: 

• Improved access to healthy food for more than 15.3 million people living in 
low/moderate income census tracts 

• The creation or improvement of more than 2100 stores 

• The creation or rehabilitation of nearly 50 million square feet of retail space 

• The creation and retention of 29,000 full-time and 119,000 part-time Jobs 

Whether the national effort - like the Pennsylvania one - is a matter of creatively 
responding to market failures caused by information gaps, local government failures that 
over time have generated cost of entry barriers, or conventional capital constraints caused 
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by the current debt crisis, these are solvable problems that ought to be viewed as market 
opportunities. It is at the intersection of social need and retail viability that we will solve 
the access issue. 

On Friday, December ll* I attended the opening of a new store (The Fresh Grocer) at 
Progress Plaza in North Philadelphia. The store was financed with significant assistance 
from FFFl. It was on the site of the first African American owned shopping center, created 
by the late Rev. Leon Sullivan of Zion Baptist church. Just to give you a sense of the 
meaning of this store to the local community consider the following: 

• It is a 46,000 square foot store on a formerly empty site 

• Prior to the opening, the community had been without a grocer for ten years 

• Over 270 jobs were created, with 75% of those hired living 2 miles from the store 

These stories are being repeated throughout the State of Pennsylvania and ought to be 
happening throughout the nation. 

A bridge between economic development and health impacts: This is a hearing on health, 
specifically childhood obesity. We recognize that there are no simple answers to the 
obesity epidemic. America's obesity problem is partially embedded within our current 
system of food production and food marketing. We are a fast food nation that has lost the 
habit of seeking out fresh food. Our schools too often distribute very poor quality food to 
our kids and an increasingly sedentary lifestyle subverts our biological need to move, 
exercise, and play. Moreover, old habits are hard to break, as too many children learn very 
poor eating habits from their parents and other adults. Inter-generational cycles are always 
difficult processes within which to intervene. 

We know that the answer involves education; probably at the same level of commitment 
that we had when we targeted anti-smoking ads to young people several decades ago. We 
know that the answer involves more sustainable agricultural processes, which are rapidly 
emerging because there is increased customer demand for high quality and locally grown 
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food. We know that the efforts to foster exercise, open space, pedestrian friendly towns 
and cities are also part of the solution puzzle. But surely the necessity for fresh food access 
must also be included in the tool box of solutions. 

While others that testify today have a more authoritative grasp of the health literature 
than I do, there is a growing and compelling literature that demonstrates the connection 
between access and health outcomes. The trend today is to view health in a less 
mechanistic and reductive sense than we did even a few decades ago. Health is an 
ecological and contextual issue, and not only the function of single or even multiple 
biological causes. There are place-based factors at work that often dictate or at least 
mediate health outcomes. Let’s not forget those local effects as we tackle this problem and 
in doing so, let's create new economic opportunities for American business and workers. 

Thank you again for inviting my testimony. I wish you the best as you grapple with the 
critical issue of childhood obesity, its links to disease, and the best intervention strategies. 
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Mr. Pallone. Thank you, Dr. Nowak. 

Ms. Sophos. 

STATEMENT OF MARY SOPHOS 

Ms. Sophos. Thank you, Mr. Chairman and members of the sub- 
committee. 

My name is Mary Sophos, and I am senior vice president and 
chief government affairs officer for the Grocery Manufacturers As- 
sociation. I greatly appreciate having the opportunity to be here 
today. It is critically important that we identify and support strate- 
gies that work to reduce childhood obesity. 

This year, Mr. Chairman, we worked together to pass sweeping 
food safety legislation, and our industry is committed to work with 
you again on this issue. 

Since 2002, the food and beverage industry has taken significant 
steps to create and encourage healthier choices. In recent years, we 
have changed our packaging to promote portion control, and we 
have reformulated more than 10,000 products to reduce or remove 
saturated fat, trans fats, calorie, sugar and sodium. 

Changes in advertising practices have resulted in a significant 
shift in the product mix of advertising viewed by children and by 
adults as companies continue to respond to consumers’ desire for 
healthy products and a healthy lifestyle. 

We think that the key to helping individuals achieve and main- 
tain a healthy weight lies with developing the habits and skills to 
incorporate energy balance into our daily lives, something Dr. 
Huang referred to as well. This means balancing calories consumed 
as part of a healthful diet with calories expended through physical 
activity. We think this should be the focus of our collective efforts. 
We are beginning to see what works and the importance of this en- 
ergy balance message. 

Three years ago, GMA and its member companies helped create 
the Healthy Schools Partnership, a partnership of the American Di- 
etetic Association Foundation, PE41ife and the American Council 
for Fitness and Nutrition. The HSP integrates a nutrition cur- 
riculum into the PE41ife physical education classroom, training reg- 
istered dieticians to be nutrition coaches, to coach and motivate 
students alongside the PE41ife teachers. And I would say, the 
PE41ife is the organization that documented the statistics that 
Congressman Murphy was talking about on the improvements in 
academic performance and discipline. 

The initial evaluations of the nutrition component of this pro- 
gram undertaken by UC Berkeley have been extremely positive. Al- 
fiiough they started out roughly the same, after coaching, students 
in the intervention schools had scores significantly higher than 
those of students in control schools, particularly in understanding 
how to maintain a healthy body weight and recognizing the value 
of eating more fruits and vegetables. After RD nutrition coaching, 
twice as many students from intervention schools, 31 percent, com- 
pared to the control group, 17 percent, were eating vegetables in 
school. And as we know, consumption of fruit and vegetables is one 
of the key indicators of a healthy weight in children. 

It is programs like Healthy Schools Partnership that are making 
a difference in children’s lives. I would note that the original 



92 


schools, which are in Kansas City, Missouri, are in the urban core, 
and 75 percent of the student population is eligible for free or re- 
duced price lunch. 

This year and next, we will be expanding the Healthy Schools 
Partnership into additional schools in the Kansas City metropoli- 
tan area; into Des Moines, Iowa; and a tribal community in Iowa; 
a school in Chicago; and four schools in Washington, D.C. This ex- 
pansion is being made possible by an $8.5 million grant from the 
Healthy Weight Commitment Foundation, which was launched in 
October of this year. It is a coalition of 40 retailer, nongovern- 
mental organizations, and food and beverage manufacturers who 
have launched a $20 million national multiyear effort designed to 
reduce obesity, particularly childhood obesity, by 2015. 

The HWC will promote helping ways to help people achieve a 
healthy weight through energy balance in the places where people 
spend most of their time, schools, workplace and the marketplace. 
And because it is very important that solutions be evidence-based, 
all the initiatives under the Healthy Weight Commitment Founda- 
tion include the use of objective outside expert evaluators, notably 
the Robert Wood Johnson Foundation will be serving as outside ex- 
pert evaluator on the marketplace and particularly with respect to 
calories in and calories out. And we very much appreciate their en- 
gagement. And the National Business Group on Health will evalu- 
ate the workplace initiatives. 

Finally, early next year, the Healthy Weight Commitment Foun- 
dation will launch a public education campaign aimed at children 
ages 6 to 11, their parents, and caregivers to help raise awareness 
about the importance of balancing a healthy diet with physical ac- 
tivity. 

Mr. Chairman, our industry will do more to meet this complex 
challenge, and we look forward to updating you on the activities of 
the Healthy Weight Commitment Foundation and the Healthy 
School Partnership in the coming months. 

And Congressman Braley, when you were out of the room, I 
noted that this unique partnership in the schools we are bringing 
to Des Moines, Iowa, and a tribal community in Iowa this year and 
over the next several years. 

In particular, we urge Congress to increase investments in phys- 
ical education, nutrition education, and to encourage changes in 
the built environment and to support workplace wellness programs 
that recognize and reward improvements in health among employ- 
ees. We think these are shown to be among the most promising 
strategies and where additional investment, so that we can bring 
these pilot programs to scale, is desperately needed and would ac- 
tually produce significant results. Thank you very much. 

[The prepared statement of Ms. Sophos follows:] 
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Senior Vice President and Chief Government Affairs Officer 
Grocery Manufacturers Association 

Subcommittee on Health 

House Committee on Energy and Commerce 

U.S. House of Representatives 

“Innovations in Addressing Childhood Obesity” 

December 16, 2009 

Good Morning. My name is Mary Sophos and I am the Senior Vice President and Chief 
Government Affairs Officer for the Grocery Manufacturers Association. GMA represents 
more than 300 food, beverage and consumer product companies 

Obesity is a serious and complex challenge. As you know, in the U.S. two thirds of adults 
are overweight or obese and nearly one third of children are overweight or obese. The 
health and quality of life con.sequences of these obesity trends on our citizens, our health 
eare system and our nation arc significant and must be addressed successfully. The 
current incidence of childhood obesity is of particular concern. 

Multiple strategies and the commitment of many stakeholders will be necessary to reduce 
childhood obesity. GMA and its members have and will continue to do our part and will 
continue to support and encourage partnerships including those with the public .sector, the 
private sector, parents and others. In particular, government and industry must do more to 
create and encourage healthier choices and physical activity — at school, at home, and in 
our communities. All of us must do more to promote the concept of energy balance ^ 
balancing calories consumed as part of a healthful diet with calories expended through 
physical activity. The difference between energy consumed and energy burned is the 
equation that defines the obesity epidemic. Supporting individuals in attaining and 
maintaining a healthy energy balance should be the focus of our collective efforts. 
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The food and beverage industry already has taken significant steps to create and 
encourage healthier choices. In recent years, we have changed our packaging to promote 
portion control and we have reformulated more than 10,000 products to reduce or remove 
saturated fats, trans fats, calories, sugar and sodium. 

We also have changed our advertising to children to promote healthier choices. Between 
2004 and 2008, children viewed 31% fewer food, beverage and restaurant ads. At the 
same time, ads viewed shifted to a more healthy mix of products as a result of company 
initiatives and pledges under the Children’s Food and Beverage Advertising Initiative. A 
summary of these positive trends, delivered yesterday before the Federal Trade 
Commission is attached. 

Let me summarize some of the efforts our industry is undertaking with the many 
stakeholders who w'ill be critical to achieving the goal of reversing the trends in 
childhood obesity. Three years ago, GMA and its member companies helped create the 
Healthy Schools Partnership (HSP), a truly innovative program that brings physical 
education and nutritional professionals together in the classroom to teach students the 
concept of energy balance. In particular, HSP links nutrition coaches with the successful 
PE4life program, which has trained thousands of educators and improved the health of 
millions of children. 

Researchers at the University of California at Berkeley found that the four Kan.sas City 
schools that linked students with registered dieticians in the weight room, the classroom 
and the cafeteria and that delivered key messages through posters, morning 
announcements, and school newsletters significantly increased those students’ 
consumption of healthy foods, such as vegetables. The researchers also found that those 
students possessed a far better understanding of how to maintain a healthy body weight. 
The addition of nutrition education in an integrated curriculum builds on the already 
impressive fitness and academic results charted by the PE41ife program. More detailed 
results of the HSP pilot in Kansas City are included: 
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HSP Preliminary Findings 
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Self-reported food behaviors 
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This fall, our industry announced a $20 million, multi-year initiative that includes a 
substantial expansion ($8.5 million) of the Healthy Schools Partnership to more schools 
across America, including schools in the Kansas City and Washington, D.C. metropolitan 
areas; Des Moines, Iowa and Chicago, Illinois. 

This initiative, the Healthy Weight Commitment Foundation (HWCF), is a coalition of 
more than 40 retailers, non-governmental organizations and food and beverage 
manufacturers supporting a national, multi-year effort designed to help reduce obesity, 
particularly childhood obesity, by 2015. The HWCF will promote ways to help people 
achieve a healthy weight through energy balance and focuses on three critical areas: the 
marketplace, the workplace and schools, as well as undertaking a public education 
campaign aimed at 6-1 1 year olds and their care-givers. 

In addition to .supporting the Healthy Schools Partnership, companies will be undertaking 
new or enhanced programs to help employees reach and maintain a healthy weight. These 
measures include providing calorie information and healthier food and beverage options 
in cafeterias, vending machines and break rooms; providing access to exercise at work; 
offering weight management programs; and implementing tools to track progress, such as 
health risk appraisals. The National Business Group on Health will serve as an expert 
evaluator of these efforts. 

Through the HWCF, we will continue to focus on marketplace solutions involving our 
products, packaging and labeling to make it easier for consumers to manage their calorie 
intake while preserving or enhancing overall nutrition quality. This will include product 
reformulation and innovation; portion control strategies; calorie information at point of 
purchase and providing consumers with Information and educational materials. 

The Robert Wood Johnson Foundation has agreed to evaluate and report on the progress 
we are making on these energy balance initiatives in the marketplace. 

Mr, Chairman, our industry will do more to meet this complex challenge and we look 
forward to updating you on the activities of the Healthy Weight Commitment Foundation 
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and the Healthy Schools Partnership in the coming months. We think it is very 
important that solutions be evidence-based and therefore all the initiatives under the 
Healthy Weight Commitment Foundation include the use of objective, outside, expert 
evaluators. 

At the same time, the public sector must do much more if we want these innovative 
programs that are producing positive changes in schools, workplaces and communities to 
be adopted on a national scale quickly enough to make a significant difference in the 
foreseeable future. 

It is critical that Congress and the states increase investments in physical education, 
nutrition education, and encourage changes in the built environment. In particular, 
policymakers should explore ways to support and encourage workplace wellness 
programs that recognize and reward improvements in health among employees. Many 
companies in our industry have found that incentives to measure and promote healthier 
choices and more physical activity within their workplaces have dramatically reduced 
their health care costs. Encouraging and rewarding adults who make better choices at 
work will positively affect the choices parents make at home, which is ultimately the 
most important setting to foster healthy eating habits and to encourage physical activity. 

This year, our industry worked with you to pass the most sweeping food safety legislation 
in a century. Now. we are committed to working with you to put into place the policies 
and resources that will help combat our nation’s obesity epidemic. 

ArfACHMENTS; 

Healthy Schools Partnership Presentation and UC Berkeley Evaluation 

Healthy Weight Commitment Foundation 

GMA Presentation to FTC Forum, December 15, 2009 
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Mr. Pallone. Thank you. 

Dr. Lavizzo-Mourey. 

STATEMENT OF RISA LAVIZZO-MOUREY, M.D., M.B.A. 

Dr. Lavizzo-Mourey. Thank you, Chairman Pallone. 

Mr. Chairman, thank you and other members of the committee 
for this opportunity to testify about innovative solutions and strate- 
gies to address the epidemic of childhood obesity. 

The Robert Wood Johnson Foundation has committed to invest 
over $500 million in reversing the epidemic of childhood obesity by 
2015. We focus our approaches on research that suggests how to 
use nutrition and physical activity, which are both required in 
order to reverse this epidemic. 

There are five key areas that we think are important for change: 
First, providing only healthy foods and beverages for students at 
school; improving the availability of affordable and healthy foods in 
all communities; increasing physical activity before, during, and 
after school; improving access to safe places where children can 
play; and regulating marketing to children. 

In my written testimony, I gave a number of examples of projects 
across the country that we are funding in this area. However, at 
this time, I want to tell you a story about a young man, Kenyon 
McGriff, whose picture is shown here. Kenyon is an African-Amer- 
ican teenager who has a family history of diabetes and heart dis- 
ease. And when he was 15 years old, a few years ago, his physician 
told him that, at 270 pounds, he was at risk for diabetes and a 
whole host of other chronic illnesses. 

Kenyon took his physician’s warning seriously. He got help. He 
joined a running club. He changed his diet. But even armed with 
the best intentions and all the good information that he had, 
Kenyon still struggled to get healthy, because his neighborhood, 
west Philadelphia, was home to dozens of fast food restaurants, 
take-out joints and convenience stores that did not sell healthy 
foods. As he used to say, it takes income to be healthy. And his 
school didn’t offer healthy choices. Lunch for him, as he said, was 
burnt pizza and often soggy hoagies. 

Now, Kenyon did his very best to eat healthfully on the budget 
that he had, and he stayed committed to his running club, often 
running through the traffic-clogged streets of west Philadelphia. He 
and his teammates set and met a goal to complete the Philadelphia 
marathon. 

Now, Kenyon is an aspiration and an inspiration for all of us. 
But there are a lot of kids in neighborhoods across the country who 
get discouraged when they don’t have the help and the means to 
overcome the environmental barriers that make it so hard for them 
to live well, to eat well, and to be healthy. We know that where 
we live, learn, work, and play has a tremendous impact on how 
healthy we can be. Our environments, that means the places where 
we eat our food, the choices that we have in school and in res- 
taurants, the threats that we may face because of crime and traffic, 
and the lack of social support, those social factors can create real 
barriers to health. And with those barriers, it is no wonder that so 
many kids are overweight and obese. 
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In communities across the country, it is far too much easier to 
make unhealthy choices rather than healthy choices. And we must 
change that. What if the corner grocery store in Kenyon’s commu- 
nity agreed to stock healthier foods so that kids had more healthy 
options and nutritious snacks as they walked home from school? 
And what if they limited marketing and advertising of unhealthy 
foods? Well, that is happening in Baldwin Park, California, under 
a program that we are funding. 

And what if community coalitions worked to improve safe access 
to improving routes to schools that connected the schools also con- 
nected neighborhoods and parks and also provided joh training and 
employment opportunities for young people who could he healthy 
park ambassadors? Well, that is happening in Chicago. 

And what if faith-based communities worked in partnership to 
provide direct transportation routes between neighborhoods that 
have supermarkets and those that don’t? Well, that is actually hap- 
pening in Nashville, Tennessee. 

We know that in communities across the country, there are ways 
to make it easier for children and families to make those healthy 
choices. It is critical that a diverse set of partners working together 
effect community change. It is the responsibility of families, of 
schools, of health providers, of industry, of government, of really 
the entire community. 

By solving this epidemic, we are going to have to rely on the 
leadership and the coordination at the Federal level but also across 
departments and agencies at the State and local level as well. 
Transportation, housing, education, agriculture policies along with 
health policies will have an impact on the kind of health that our 
kids will have by giving them access to healthy, nutritious foods 
and safe streets and environments. 

Together, we must ensure that every community is healthy in 
order to reverse this epidemic and ensure that all of our children 
can be healthy and grow up to be healthy adults. 

I thank you again for this opportunity to testify today. And I look 
forward to your questions. 

[The prepared statement of Dr. Lavizzo-Mourey follows:] 
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Chairman Pallone, Ranking Member Deal, and members of the subcommittee, thank you for this 
opportunity to testify about innovative strategies and programs to address the epidemic of 
childhood obesity. 


I am Dr, Risa Lavizzo-Mourey, president and CEO of the Robert Wood Johnson Foundation 
(RWJF), the nation’s largest philanthropy devoted exclusively to improving the health and health 
care of all Americans. Central to that mission is our goal is to reverse the childhood obesity 
epidemic in the United States by 2015. 


By now, we all know many of the key facts about childhood obesity: nearly one-third of our 
nation’s young people are obese or overweight, and the obesity rates have risen dramatically 
over the past few decades.' Black, Latino, American Indian, Alaska Native, Asian-American and 
Pacific Islander children living in low-income communities are hit hardest.^ The health 
consequences of the obesity epidemic are devastating: obese children are more likely to develop 
diabetes, asthma and risk factors for heart disease. If obesity rates continue to climb, today’s 
young people may be the first generation in American history to live sicker and die younger than 
their parents’ generation. Just last week, a study in the New England Journal of Medicine 

' Ogden C, Carroll M and Flegal K. “High Body Mass Index for Age Among US Children and Adolescents, 2003- 
2006.” Journal of the American Medical Association, 299(20);2401-2405, May 2008. 

^Md, 
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indicated that trend of increasing obesity is likely to wipe out the gains we have seen in life 
expectancy due to reductions in smoking.^ 

In addition to health consequences, childhood obesity carries a huge price tag— up to $14 billion 
per year in health care costs to treat kids.'' Obese children are also more likely to become obese 
adults,’ and adult obesity is estimated to cost the U.S. as much as $147 billion per year.* By 
2018, if obesity rates continue to increase at their current levels, the U.S. will spend an expected 
$344 billion on health care costs attributable to obesity — ^21 percent of the nation’s direct health 
care expenditures.’ 


It’s clear that the cost of inaction is unacceptable. 

Today, many of our communities are unhealthy — they are dominated by vendors who sell mostly 
unhealthy food, don’t have full-service grocery stores and lack safe, accessible places to walk 
and play. People living in unhealthy communities have few opportunities to make healthy 
choices. As a result, parents find it nearly impossible to serve affordable healthy meals at home 
and to encourage their children to play outside in the neighborhood. So children eat poorly and 
aren’t active enough, and their health suffers. 


’ Stewart ST, Cutler DM and Rosen AB. “Forecasting the effects of obesity and smoking on U.S. life expectancy.” 
New England Journal of Medicine, 361(23):2252-60, December 3, 2009. 

Marder W and Chang S. Childhood Obesity: Costs, Treatment Patterns, Disparities in Care, and Prevalent Medical 
Conditions. Thomson Medstat Research Brief, 2006. www.medstat.com/i;dfs/childhoQd obesitv.pdf . 

’ American Academy of Pediatrics, Committee on Nutrition. “Prevention of Pediatric Overweight and Obesity.” 
Pediatrics, 112(2): 424-430, August 2003. 

‘Finkelstein E, Trogdon J, Cohen J et al. “Annual Medical Spending Attributable to Obesity: Payer- and Service- 
Specific Estimates.” Health Affairs, 28(5):w822-w831, July 2009. 

’ United Health Foundation, American Public Health Association and Partnership for Prevention. “The Future Costs 
of Obesity: National and State Estimates of the Impact of Obesity on Direct Health Care Expenses,” November 
2009. See httD://www.americashealthr3nkings.orc/2009/reDQrt/Cost%200besitv%2QReport“final.pdf 
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But the good news is that there are promising and effective community- and school-based 
approaches to removing the barriers to healthy eating and physical activity. In some states, like 
Arkansas and West Virginia — both of which have enacted comprehensive statewide obesity- 
prevention policies — ^we’re seeing the rates of childhood obesity begin to plateau. But even in 
areas where we’re beginning to see progress, obesity rates are still much too high. In 30 states, 

30 percent or more of children ages 1 0-1 7 are overweight or obese.* And nationwide, nearly two- 
thirds of high school students don’t meet the recommended level of physical activity.^ 


Reversing the national epidemic will require sustained support and engagement across sectors. 
Families, schools, government, philanthropy, industry and communities all have an essential role 
to play. 


The Robert Wood Johnson Foundation’s strategy is to change public policies and local 
environments in ways that make all communities healthier — especially those that have the 
highest rates of obesity and the fewest resources. We focus on approaches that the latest research 
suggrats will improve nutrition and increase physical activity among children, both of which are 
critical to reversing the childhood obesity epidemic. Five key areas for change are: 

1 . Providing only healthy foods and beverages to students at school; 

2. Improving the availability of affordable healthy foods in all communities; 

3. Increasing physical activity before, during and after school; 

4. Improving access to safe places where children can play; and 

5. Regulating marketing to children. 


® See htto://www.rwif.org/filcs/research/2Q090701tfahfasinfat.Ddf . 

^ Centers for Disease Control and Prevention. 2007 Youth Risk Behavior Survey. Available at: 
http://www.cdc.gQv/vTbss . Accessed December 12 2009. Sec httt)://www.cdc.gov/IIealtfavYouth/Qbesitv/fact.s.htm . 
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In my testimony today. I’ll highlight some of the work the Robert Wood Johnson Foundation is 
supporting. These priority areas for intervention are also consistent with many of the 
recoimnendations of the Institute of Medicine and the Centers for Disease Control and 
Prevention, as Dr. Dietz discussed in the first panel of today’s hearing. 

You’ve already heard from Jeremy Nowak of The Reinvestment Fimd about the work of The 
Food Trust and the Pennsylvania Fresh Food Financing Initiative to support innovative 
public/private partnerships to bring full-service supermarkets to increase access to healthy foods 
in underserved communities. The Food Trust also has created a large network of farmers’ 
markets to increase access to fresh fruits and vegetables in low-income areas. Increasingly, the 
markets are equipped with electronic benefit transfer (EBT) card readers that allow patrons to 
use Supplemental Nutrition Assistance Program (SNAP) benefits for their purchases. All of these 
efforts are designed to ensure that children and families have access to affordable, healthy foods. 

There are additional community benefits, as well. While the Pennsylvania Fresh Food Financing 
Initiative is providing half a million residents with improved access to healthy food, it’s also on 
track to create or retain nearly 5,000 jobs and more than 1 .5 million square feet of food retail in 
the state. And that’s critical, because the economic health and vitality of a community has a 
direct correlation to the physical health of its residents. 

Similarly, healthy school environments help to create healthy students who are ready to learn and 
succeed. We’re seeing some promising signs that states across the nation are passing the kinds of 
nutrition and physical activity policies that contributed to the success achieved in Arkansas and 
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West Virginia. Each year, the Foundation and Trust for America’s Health release a report called 
F as in Fat, which provides state-by-state data on measures related to obesity. The 2009 report 
found that:'® 

• 1 9 states now have nutritional standards for school limches and breakfasts that are stricter 
than the current USDA standards, up from four in 2004; 

• 28 states now have nutritional standards for competitive foods that are sold h la carte in 
school cafeterias, vending machines or school stores, up from six in 2004; and 

• 20 states now require school screenings for body mass index or another weight-related 
assessment, up from only four in 2004. 

We’re also seeing broad support among parents for school-based initiatives to reverse the 
epidemic. A recent survey by the Alliance for a Healthier Generation found that 92 percent of 
parents believe physical education classes are just as important as English, math and science. 
Moreover, 96 percent said that schools should limit access to unhealthy foods and beverages. 
Parents overwhelmingly support improving school environments to enable kids to make healthy 
choices, and — ^what’s more — they’re willing to get involved in making those changes." 

RWJF provides support for the Alliance for a Healthier Generation’s Healthy Schools Program, 

which helps schools develop and implement policies and practices that promote healthy eating 

and increased physical activity for students and staff in more than 7,000 schools through onsite 

or online support. The Alliance also has been successful in working with the food and beverage 

industry, negotiating voluntary agreements to limit portion sizes, restrict the number of calories 

in beverages sold to schools, and ensure that snack foods meet nutrition standards. A 2008 

evaluation found that nearly 80 percent of all school beverage contracts were in compliance with 

See fattD://www.rwif.org/fi!es/rescarch/20Q907Qltfahfasinfat.pdf . 

" See http ://www.healthiergeneration.org/schools.asDX?id=4125 
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the voluntary guidelines, and that there had been a 58 percent reduction in beverage calories 
shipped to schools since 2004. And research shows that schools do not lose revenue when 
improved nutrition standards are implemented. A research review found that, in six of seven 
studies, selling competitive foods (snacks available in school vending machines and on a la carte 
lines) that meet improved nutrition standards did not result in revenue loss. There was also 
increased participation in the National School Lunch Program after healthier competitive foods 
were introduced.’^ Anecdotal evidence suggests that some school revenue from competitive 
foods actually increased after improved nutrition standards were implemented. 

Of course, schools do not exist in a vacuum. Even if we succeed in creating healthy 
environments in every school in the United States, we will fail our nation’s children if they leave 
the doors of the schoolhouse only to return to communities where it’s unsafe to walk, bike or 
play or where their families don’t have markets that sell fresh, healthy, affordable foods. 

RWJF’s Healthy Kids. Healthy Communities program supports comprehensive approaches to 
combating childhood obesity in communities across the country. For example, in Baldwin Park, 
Calif., the California Center for Public Health Advocacy and its partners in the local health 
department and school district are working to reduce the prevalence of obesity and diabetes. 
Their People on the Move campaign is a multilingual, multicultural initiative that works with 
comer grocery stores near schools to limit marketing and advertising of unhealthy foods and 
Increase access to healthy food choices. The partners are working with the city to improve the 
walkability of the dovmtown area, and they’re supporting new greenways and public spaces as 

Wharton CM, Long M, Schwartz MB. Changing nutrition standards in schools: the emerging impact on school 
revenue. Journal of School Health, 78:245-251, 2t)08. 
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the city center is renovated. The numbers indicate that these comprehensive efforts are working. 
Over the last two years, there has been a drop in body mass index (BMI) among Baldwin Park 
elementary school students, from 34.5 percent of children being overweight or obese to 30.6 
percent. 

Baldwin Park and eight other Healthy Kids, Healthy Communities leading sites, including one 
right here in D.C., are now working to increase local opportunities for physical activity and 
access to healthy, affordable foods for vulnerable children and families. 

In Chicago, for example, the Logan Square Neighborhood Association is working to increase 
safe access to parks by improving the safety of routes coimecting neighborhoods to parks and by 
providing job training and employment for young people to serve as “healthy parks 
ambassadors.” 

In Columbia, Mo., the Healthy Environment Policy Initiative Partnership, a long-standing group 
of grassroots advocates, public health officials, public schools, academics and leaders from 
government and the faith-based community, is working to improve street and sidewalk design 
and school wellness policies. 

Within the next month, a total of 50 communities will be involved in the Healthy Kids, Healthy 
Conunimities program, including many in the states hardest hit by the epidemic. These 
communities will identify what resources they already have and where there are gaps, and 
engage community members in identifying the highest-priority policy interventions, from 
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building walking trails, greenways and safe roiit«s to school to creating joint use agreements, 
farmers’ market networks, after-school programs and better nutrition in schools. 

Because the communities that are hit hardest by obesity and related health problems often have 
the fewest resources to create needed change, it’s important to help build local capacity for 
advocacy. A new RWJF program called Communities Creating Healthy Environments, or 
CCHE, focuses on helping communities of color to increase access to healthy foods and safe 
places to play. Youth organizers and community advocates will develop and implement policy 
initiatives at the local level to address the root causes of childhood obesity. 

The first 10 organizations funded through the CCHE program have a successful history of 
organizing youth, families and community members to make meaningful change in their schools, 
neighborhoods, towns and cities. Their expertise is rooted in knowing the history, culture and 
people of the communities where they do their work, and they aim to involve residents in the 
political and policy processes that affect their lives. Some examples of this work include: 

• The Southwest Organizing Project in Albuquerque is working to promote local food 
production by transforming run-down city properties into urban gardens where the 
corrmrunity can grow and purchase their own food and where children can learn about 
health and good nutrition. 

• WE Act for Environmental Justice in Harlem, N.Y., is advocating for locally sourced 
fresh food to be sold in New York City schools and is working with schools to adhere to 
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the mandatory physical education law that is on the books in that state bnt not being 
followed. 

We look forward to fending another 10 CCHE comimmities in the coming year. 


We’re also witnessing the incredible power of faith-based initiatives to create healthier, more 
vibrant communities. Camden, N.J., is an impoverished city with only one supermarket to serve 
80,000 people. But it’s also a place where a local faith-based group is partnering with a 
community garden project, and wonderful things are growing as a result. Working together, 
neighbors have renovated vacant lots and reclaimed abandoned properties to create 31 
community gardens just this year. The gardens have not only produced healthy, affordable food 
for area residents, but also strengthened social ties and built trust in areas where crime had often 
made people afi'aid of spending time outside of their homes. 

The Camden project is one of 21 faith-based coalitions the Foundation is supporting across the 
country to increase access to healthy foods and physical activity through community advocacy. 
In Raleigh, N.C., youth groups in five counties are learning how to engage in community change 
to promote fimess and nutrition. In Hartford, Conn., churches are forming partnerships with 
community vendors and retailers to create sustainable access to fresh produce. In San Diego, 
faith leaders, youth and promotoras (Latino outreach workers) are working to improve the 
safety, aesthetics and physical structures of playgrounds and parks. And in Tennessee, the 
Re/Storing Nashville program is helping to create more direct public transportation routes to 
existing grocery stores fi-om neighborhoods without supermarkets, as well as developing tax and 
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zoning incentives to bring grocery stores to those underserved communities. 

I’ve talked a lot about interventions and innovations to increase access to affordable, nutritious 
foods and opportunities for physical activity. We need to ensure that policy at all levels — federal, 
state and local — ^promotes community and environmental changes that will allow families the 
opportunity to make healthier choices. But certainly there is a role and a responsibility for 
individuals and families to make those choices. I think the story of a young man named Kenyon 
McGriff illustrates that everyone has a role to play in reversing the childhood obesity epidemic: 

Kenyon is an African-American teenager with a family history of heart disease and diabetes. A 
few years ago, when he was 1 5, his doctor told him that, at 270 poimds, he was overweight and 
at risk for diabetes, and that if he didn’t get his act together, manage his diet and start exercising, 
he’d be in for a world of hurt for the rest of his life: back pain, insulin shots, heart attacks. 

Kenyon took his doctor’ s warning seriously. He joined a running club, cut down on junk food 
and asked the school nutritionist for help with his diet. But even armed with the best intentions 
and the best information, Kenyon still struggled to get healthy, in large part because his 
neighborhood in West Philadelphia was home to dozens of fast food restaurants, takeout joints 
and convenience stores. “You gotta have income to have good health,” he said. His school didn’t 
offer many healthy options — ^Kenyon describes it as “burnt pizza every day; hoagies, which are 
lunch meat slapped on a soggy roll ... ” 
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Kenyon did his best to eat as healthfully as he could on his budget, and stayed conunitted to his 
running club. During the week, the school club would travel to parks outside of the 
neighborhood for their runs; on the weekends, they would wend their way through trafSc- 
clogged streets in the city. He and his teammates set — ^and met — a goal to complete the 
Philadelphia marathon through a program called Students Run Philly Style. 

Kenyon is an inspiration. I don’t know how many of you have run a marathon, but there are lots 
of kids in neighborhoods like Kenyon’s who get discouraged when they don’t have the means or 
any help to overcome the environmental barriers that make it so hard to eat well and be active. 

Where we live, work, learn and play has a tremendous impact on how healthy we are. So when 
our environments — ^the food choices available at school and in local stores and restaurants, the 
threats to safety from crime and traffic, the lack of social support — create so many barriers to 
health, it’s no wonder that so many children and adolescents are overweight or obese. In 
communities across the country, it is much easier to make unhealthy choices than healthy 
choices. We must change that. 

One of my favorite African proverbs captures how I think we need to approach solving die 
epidemic of childhood obesity: “A single hand cannot cover the sky.” 

It’s critical that a diverse group of partners work together to effect change at the community 
level; it’s the responsibility of families, of schools, of health care providers, of industry, of 
government, of the whole community. 
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But solving the epidemic of childhood obesity also requires leadership and coordination at the 
federal level that cuts across departments and agencies. Transportation policies, housing policies, 
education policies and agriculture policies — not just health policies — ^all have an impact on 
whether children and families have access to healthy, nutritious foods and safe streets and 
neighborhoods. 

Together, we can and will cover the sky. 

Together, we must ensure that every community is a healthy community; that all of our children 
are healthy; and that the childhood obesity epidemic is reversed. 

Thank you again for the opportunity to testily today. I look forward to your questions. 
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Mr. Pallone. Thank you. 

And let me thank you all. 

We will take questions now from the members. And I will start 
with myself As I mentioned, the real purpose of this hearing was 
to try to get your innovative ideas and see if we could use them 
somehow in a broader way, either through government, private sec- 
tor or whatever. And of course, I, being that we are in Congress, 
I always stress what the government can do, if it can do anything. 

I cannot help but focus on the two individuals who mentioned 
New Jersey here today, because both Mr. Jaworski and Dr. Nowak 
brought up New Jersey several times. And so my questions to the 
two of you are related to this whole issue. 

In other words, like, Mr. Jaworski, you particularly talked 
about — well, you mentioned keeping a phys-ed requirement in New 
Jersey. That is a government function, in that case, the State. 

You mentioned an innovative program in Camden. I was — I have 
been actually — go to Camden quite a lot, even though it is like an 
hour and a half away from my district because as — there is a min- 
isters association there called PICO. P-I-C-0. I forget what it 
stands for. I remember particularly when we were doing the 
SCHIP, which is an expanded children’s initiative which we passed 
and the President signed earlier this year, before we got into the 
larger health care reform, and they were very supportive, and they 
asked me to come down and show what a difference it would make 
if we had the SCHIP program expanded. It is called Family Care 
in New Jersey. And I was really struck by a number of things just 
in my couple of days visiting Camden; a lot of the drugs being sold 
openly on the streets. 

So tell me a little more. You mentioned Steve’s Club, that was — 
it is like a gym that you fund? Is there any way that that can be 
expanded or we could do something like that beyond what you do? 
I take it, it is all privately funded by you from what I understand. 

Mr. Jaworski. Yes, Chairman. 

Steve’s Club is privately funded. At a golf tournament that I run 
every year to raise money for the Jaws Youth Fund, we earmark 
one of those community organizations that will receive the funds. 
And my family and I visited a number of the organizations 
throughout Camden and south Jersey and kind of determine the 
needs in our community. And we were very, very impressed, in fact 
blown away, by the effort of the young boys and girls at Steve’s 
Club. These are inner city kids that are really trying on their own 
to make a difference, and we felt we needed to do something to 
help them. 

So we were able to get money to them. We got a local business 
to chip in, so we could buy this van. So, actually, Jose could drive 
around and bring his kids over to the club. It was — excuse me a 
second — it was pretty impressive to see. When you give people a 
chance, they will make things happen. And it was happening. 

And there were other things that happen — I don’t mean to single 
out Camden. But in the City of Camden, there is not a grocery 
store really in the city. It is on the outskirts. And they did a study, 
went into some of these local corner grocery stores. There were no 
groceries. There were no fresh fruits. There were no fresh vegeta- 
bles. Those are things we are hearing about here. So really the 
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mission here is just to enlighten people on what is really going on 
out there. I just felt that part of the organization I have, my Jaws 
Youth Fund, could do a weekend help, and Jose is a real living ex- 
ample, and there are probably hundreds of others. But there are 
needs in our community. 

Mr. Pallone. Well, Dr. Nowak, not only following up on what he 
said, you mentioned your Pennsylvania initiative now. You are 
doing this in a number of cities in New Jersey. You mentioned 
quite a few. And you said it was a public-private partnership. 
Again, same essential question is, how do we replicate this? Is 
there a Federal role or something we can do to expand this? And 
tell us a little bit more about it. 

Mr. Nowak. I believe there is. Could I just say one word about 
Camden? 

Mr. Pallone. Sure. 

Mr. Nowak. We actually work with the PICO affiliate very close- 
ly in Camden, Camden Churches Organized for People, and done 
hundreds and hundreds of housing units that we finance with 
them. 

Ron is right; there is not a full service grocery store with fresh 
fruit and vegetables in the City of Camden. We are a city of 90,000 
people. We are actually working on a site right now, one of the ex- 
traordinary things that has happened recently in Camden, with the 
expansion of Cooper Hospital, Rutgers University is starting to get 
some development in the central part of the city. 

Many of the supermarkets that we have financed in the inner 
city are right on the edge, interestingly, between middle class and 
low-income neighborhoods. So the entrepreneurs are able to build 
markets that are able to draw from both. And there is a tremen- 
dous lesson there. And we think there is great opportunity right 
now in the City of Camden. 

We are working with the Economic Development Administration 
in New Jersey. They have put up some debt and we have also for 
the grocery stores. I think the role of the public, the role of public 
money is always and only to pay for costs that the private sector 
can’t pay for because of a market failure or because of some legacy 
cost that simply can’t be incurred. If you look at a place like Cam- 
den, there are land costs related, for example, to environmental 
reclamation that simply no one can 

Mr. Pallone. Also, I remember with PICO, I know I am — there 
was also the problem with — what do you call it? Where these — 
where the land or the houses had these tax liens that made it very 
difficult for them to be transferred or reused, too. That was another 
issue. 

Mr. Nowak. Right. So the public role is to help get private 
money in or to pay for certain costs that can’t be incurred by the 
private sector, but only to do it in situations where you believe 
there is market viability for a high-quality retail operator. I think 
now is a great time, frankly, because many of our urban operators, 
as an example, have found that cities and small towns are places 
where they have now more competitive advantage — these are the 
independent operators — than they do in places where, frankly, they 
can’t compete with 130,000-square-feet super stores. 
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So the west Philadelphia site where hopefully Kenyon is now 
buying his groceries at 52nd and Parkside that we recently fi- 
nanced. There an operator with 12 grocery stores, a guy named Jeff 
Brown, can compete. He is now grossing in west Philadelphia close 
to a million dollars a week in that store and serving low-income 
people, doing it successfully, making money in a low-margin busi- 
ness, 1 to 2 percent margin business. But he got some public health 
to do that through some new market tax credits and also through 
a grant that helped with land reclamation for an environmentally 
toxic site. 

Mr. Pallone. My time is up, but I want to follow-up with both 
of you on some of these initiatives, particularly in my State, but 
obviously, it can apply anywhere. I appreciate it. 

Thank you. 

The gentleman from Georgia, Mr. Gingrey. 

Dr. Gingrey. Mr. Chairman, thank you. 

I was going to ask my first question to Mr. Jaworski. Since my 
401-k is down about 40 percent, I was going to ask him for a tip 
on the upcoming Super Bowl. I guess we don’t know the teams yet, 
and that question might be a little inappropriate. 

I will hold back on that one. 

Mr. Jaworski, first of all, I commend you for the work you are 
doing with the Jaws Youth Fund that you had so much to do with 
organizing and, of course, the NFL 60 program as well. 

Let me ask you, in regard to school PE programs, my good friend 
from Iowa, Mr. Braley, would discuss that and ask some questions 
of the first panel. And I am from Georgia, and I was on a school 
board, started my political career actually on a local school board. 
And there was — and every time something got cut, and there was 
always this struggling to have enough dollars, it would be physical 
education. And I think Bruce is right. I mean, when they had it, 
it would be dodge ball. It wouldn’t be something that was aerobic 
exercise where the kids, clearly — you are a professional athlete, 
and I would just like to hear your opinion in regard to the impor- 
tance or lack of it, if you feel that way, of getting physical edu- 
cation back in our school systems. 

Mr. Jaworski. Mr. Gingrey, obviously, it is very important. As 
a student at Youngstown State University, I was a health and 
phys-ed major. So I learned through my curriculum the value of 
health and physical education and maintaining a quality lifestyle 
from eating properly to maintaining the body properly. 

And obviously, as a professional athlete, it was paramount that 
I maintain my body in the most opportunistic way that I could. 
And I was very fortunate to have personal trainers, strength coach- 
es, proper nutrition, nutritionists, all those things that go along 
with being a professional football player for 17 years. 

But What I learned at Youngstown State was the importance of 
physical education, to have a sound mind, to have a sound body, 
to eat foods nutritionally. And as I grew a little older and a little 
bit wiser and I saw that some of these programs in grade schools 
and high schools and middle schools were being eliminated, it was 
unconscionable to me, knowing personally the value of physical 
education. It is invaluable. 
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What the NFL is doing is not trying to solve the physical edu- 
cation problem, just saying hey, 60 minutes. I am not saying, take 
4 hours a day, but find a way to get off the couch and give me that 
60 minutes. And we hear about couch potato, computers and all 
that. The NFL with EA Sports now has EA Eit. So you can actually 
watch your computer, like some people do with Wii, and play golf 
and bowl and play tennis and do all those things. So I think there 
is now the opportunity, even through the new wave kids where 
they can not sit on the couch but get some sort of physical activity, 
and we are only talking for 60 minutes. 

Dr. Gingrey. Absolutely. Thank you. 

Dr. Hassink, I referenced the American Academy of Pediatrics 
and your upcoming testimony when I was talking to the first panel. 
And you heard my question to them. And I know in your testi- 
mony, it was great testimony and very, very comprehensive, you do 
seem to put a strong emphasis on the use of, by definition, tax- 
payer dollars to promote a social norm of good health. A very com- 
prehensive approach. But as I said earlier, these folks have to be 
paid. 

Do you think — do you think that parents can provide that social 
norm of physical activity and give children the support day in and 
day out to make these healthy choices? 

Dr. Hassink. Well, I often tell my parents in clinic, it is a little 
right now like guerilla warfare for the families. They are trying to 
make choices in an unhealthy environment at times. So the first 
step is to help them with knowledge and skills to make the healthy 
choices and then get them in a situation when they go back home 
to have healthy choices to make. 

So I think parents need all the support we can give them in 
terms of understanding what needs to be done and then further 
support, access to make the right choice. I honestly say, I have 
been doing this for 22 years, you don’t meet parents who don’t 
want what is best for their children. Our parents want healthy 
children. They are struggling to know how to get them. 

They are frustrated with what is available to them. Some of 
them are frustrated with school meals. Some of them are frustrated 
with the fact that it is a competitive sports environment in many 
schools, not a participatory environment. So the child who is a lit- 
tle slower to develop their skills maybe a little heavier, they get 
opted out of sports pretty quickly in the school environment. Then, 
if you don’t have PE, they can’t — where do they learn team work? 
Where do they learn skills? Where to they learn sports? And that 
tails off very quickly. So I think I see the parents, they want to try. 
They will learn. They do need help. But when you send them out 
and they are not supported, it becomes very difficult for them. And 
it is sad because they want healthy children. 

Dr. Gingrey. Thank you. 

Mr. Chairman, I see my time has expired. Will we have a second 
round, I hope? 

Mr. Pallone. The only limitation on it would be I think we 
might be having votes soon. But let’s see. If not, we can, and as- 
suming that the panel can say, and there is only three of us. But 
let’s 
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Dr. Gingrey. Mr. Chairman, before I yield back, I want to ask 
unanimous consent to submit my opening statement for the record. 
I didn’t get an opportunity to do that. And thank you, Mr. Chair- 
man. 

At this point, I yield back then. 

Mr. Pallone. Without objection, so ordered. 

Mr. Braley. 

Mr. Braley. Thank you, Mr. Chairman. And I also would request 
unanimous consent to submit my opening statement for the record. 

[The prepared statement of Mr. Braley follows:] 
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Energy and Commerce Committee 
Childhood Oboslly 
Dacembsr 16, 2009 

Thank you Mr. Chaimian, i rise today to voice my concern over 
the rising childhood obesity rates in the United States. I'm pleased to 
have taken action on child nutrition by introducing the Healthy Food 
Choices for Kids Act. I’m also currently in the process of writing 
legislation that will improve physical fitness in schools. 

When looking at the statistics it is clear that there is aft obesity 
epidemic: in the United States. Currently, 29 states and: the District of 
Columbia have a childhood obesity rate of at least 30%. Amongst 
adults, there are 31 states with an obesity rate of 25% or higher. 

This Is frightening when considering that in 1991 there were no: states 
that had an obesity rate at or above 25%. 

In July 2008, New York City became the first city in the United 
States to implement a law requiring that certain restaurants label the 
foods they serve with nutritional information. Other states, counties 
and cities across the country have followed New York's lead on 
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requiring restaurants to label their foods. According to the New York 
City Department of Health and Mental Hygiene, the city wide menu 
labeling has helped New Yorkers make healthier food choices. In 
their study they suweyed more than 12,000 customers in 2009 and 
determined that after menu labeling laws were implemented 
customers made lower calorie food choices at 9 of out of the 1 3 fast 
food and coffee chains in the study. The question is; would menu 
labeling in schools help chiidreri make healthier food choices? 

I introduced the Healthy Food Choices for Kids Act earlier this 
year to promote the idea of labeling the foods being served in school 
cafeterias with hutfitiohal information. If enactedi this legisfation 
would authorize a Pilot Program available to 100 Schools to label the 
foods being served with nutritional and caloric information at the point 
of decision, 

A recent study has actually shown that students were more 
likely to make healthier food setectiohs when the nutritional 
information was available next to the food item being served. In 
2005, the Journal of Child and Nutrition Management published a 
study which found that student’s choices for more healthy entrees 
increased after reading nutritional content labeled next to the food^ 


120 


item. It is clear from this study that menu .labeling in schools would 
have a positive impact on child nutrition. 

I t is my hope that the Healthy Food Choices for Kids Act will be 
included within the Child Nutrition Programs Reauthorization. I have 
been working with the Education and Labor Committee and have 
urged Chairman Miller to inctude this legislation in the Child Nutrition 
Programs Reauthorization. 

I’m also currently drafting legislation that will improve physical 
education in schools. My legislation would encourage Colleges and 
Universities to develop a Masters Degree Program in Physicai 
Education (PE) modeled off a Program at the University of Northern 
Iowa (UNI). Masters students in the program work as PE teachers at 
a tocal scHool: and focused on integrating PE techholdgy such as 
heart rate monitors and fitness assessment systems into the student 
curriculum. It is my hope to introduce this legislation soon and urge 
for its passage. 

I urge the House Education and Labor Committee to consider 
the Healthy Food Choices for Kids Act and my legislation on Physical 
Fitness and Technology. Thank. you, Mr. Chairman for holding this 
hearing on this extremely important issue. 
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Mr. Pallone. So ordered. 

Mr. Braley. Dr. Hassink, I am going to follow up on your com- 
ment, which several of the other witnesses have talked about, and 
that is parents frustrated with food choices in school. And I think 
that is one of the reasons why I introduced the Healthy Choices 
For Kids Act earlier this year to promote the idea of labeling the 
foods being served in school cafeterias with nutritional information, 
which would authorize a pilot program in 100 schools to label the 
foods being served with nutritional and caloric information at the 
point of decision. 

And I would highlight there is a recent study that has actually 
shown that students were more likely to make healthier food selec- 
tions when the nutritional information was available next to the 
food item being served, and that was a 2005 issue of the Journal 
of Child and Nutrition Management, which found that students’ 
choices for more healthy entrees increased after reading nutritional 
content labeled next to the food item. 

And my hope is that the Healthy Food Choices For Kids Act will 
be included with the Child Nutrition Program’s reauthorization. 
And I have been working with the Education, Labor Committee 
and Chairman Miller to include this legislation in that program. 

I also wanted to comment. Dr. Lavizzo-Mourey, more on your 
comment about safe routes and the importance for kids who in- 
creasingly face difficult environments getting to school. And the 
Transportation Committee, which I have previously served on, has 
jurisdiction over the Safe Routes to Schools Program, which is Fed- 
eral dollars being used to enhance the security of routes to schools 
for kids. 

When I was in Denver last summer for the Democratic Conven- 
tion, I went to an elementary school in Denver that is combining 
a lot of the aspects of what we have been talking about here today, 
where kids who rode their bikes to school would be given a bike 
helmet with a bar code on it, and they would ride past this com- 
puter terminal which made a clanging noise to reenforce auditorily 
with the kids they had ridden their bike to school. And that would 
automatically then record it in the school computer. And the more 
days they rode or walked to school, they would get points. And at 
the end of the school year, they got some kind of a prize, maybe 
an iPod or something depending on the level of participation. 

Now, here was the biggest complaint that they got, because par- 
ents got more engaged in riding their bikes to schools with kids 
that when it started to snow in Boulder, they were getting com- 
plaints from parents who were being forced to ride in the snow 
with their kids who were obsessed with scoring points and getting 
physical activity. So I think that is a good problem that we have 
in this country, and we need to have more of those problems. 

But one of the things that I have also heard today, and that is 
that recreational time for kids has increasingly gotten structured. 

And Mr. Jaworski, I want to ask you this question because it is 
a paradox that has been created by some of the activities of the 
NFL. I was a kid who grew up with Punt, Pass and Kick. I also 
coached youth sports using jerseys donated by the NFL, which was 
a great thing to attract interest in the program. 
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But part of the problem we have with youth activities is that a 
lot of kids and a lot of parents seem to have bought into the con- 
cept that, unless you are in a structured, team sports activity, 
there is no value to participation. So can you tell us some of the 
things that your foundation and the NFL is doing to take a broader 
message to kids about the need to engage in unstructured play, 
aerobic activities that have nothing to do with team participation, 
and get us to the point where we have a balanced comprehensive 
approach to team and team building and exercise with youth 
today? 

Mr. Jaworski. Yes, sir, Mr. Braley. 

And, in fact, I think because we hear Play 60 really sponsored 
by the National Football League, we probably — the conception is 
some organized kind of sport. But it is real simple. Just 60 minutes 
of activity. It could be a walk in the park. It could be a ride on your 
bicycle. It doesn’t have to be an organized team activity. So I think 
that that should be clear. That is not what they are saying, you 
need to be a team. Although there are some leadership skills and 
social skills that you acquire by being involved with a team, that 
is not the driving force behind the program. It is 60 minutes of ac- 
tivity, and be creative as you want to find a way to get your exer- 
cise in. 

And I might just add, with the Jaws Youth Fund, we have had 
5k runs, fitness tests, over 1,000 people in Stone Harbor, New Jer- 
sey, at a 5k run; doing basketball, cheerleading. Navy SEALs on 
the beach, senior citizen activities, different things like that. Just 
ways to keep active. 

Dr. Lavizzo-Mourey. Congressman, let me just highlight a pro- 
gram that brings forward an opportunity that we haven’t talked 
about today, and that is recess. Many schools no longer have re- 
cess. And yet that has been identified as the single biggest oppor- 
tunity for children to have activity during the day. 

We fund a program called PlayWorks that brings kids, young 
people into the playground, helps to teach young children, who may 
not have learned those games that we all learned as children, that 
not only teaches them how to mediate their differences, but how to 
have good, unstructured play that we have been talking about. 
That is the kind of program that starts locally and yet can be taken 
to scale through the kind of initiatives that you have been talking 
about. 

Ms. SOPHOS. Yes, Congressman. 

I wanted to mention that the PEJlife program, which is the phys- 
ical education component of the Healthy School Partnership, is 
built on exactly those principles, that every child should have the 
ability to enjoy and engage in physical activity. And they struc- 
tured it so that children who aren’t good at competitive sports, they 
compete against themselves. They are learning how to improve 
their own fitness and then taking that and learning skills that they 
can then take outside the school and into the family to continue. 
And we think that that is a key aspect of what we are going to 
have to do to reach the broader audience of children. 

Mr. Braley. Yes. 

Dr. Hassink. Congressman, there is 
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Mr. Pallone. I am going to ask you guys to wrap it up because 
we have one more speaker, member, Ms. Schakowsky, and then we 
have to vote, and we will be done. So, quickly. 

Dr. Hassink. There is a whole other category of activities that 
children need. There is dance class, karate. There are a lot of com- 
munity activities they can engage in that aren’t team sports that 
get them with their peer group. Children love other children, and 
9ie way to get children to be active is to get them to be active with 
other children. So I don’t want to forget about all of the other ac- 
tivities that can be available. 

Mr. Braley. Thank you. 

Mr. Pallone. Thank you. 

So we will have Ms. Schakowsky, and then we will be done. I 
just wanted everyone to know. Because we are going to have votes, 
and we really can’t come back, and I know you guys can’t either. 

Ms. Schakowsky. Mr. Nowak, I understand that you are head 
of a CDFI. And although the last few days, I have really been 
working with Treasury to make sure that those get the kinds of 
funds they need, how are you doing as a CDFI? 

Mr. Nowak. How are we doing in general, given the economic sit- 
uation? We are doing well. We have been affected like everybody 
else, real estate values and the volatility 

Ms. Schakowsky. I am concerned that some of the new TARP 
funds be used for CDFIs, who are really the institutions that are 
investing in communities, creating jobs and lending money. 

Mr. Nowak. I am with you. 

Ms. Schakowsky. OK. Good. We could use your help if you want 
to call the Secretary of Treasury. 

Chicago was mentioned a couple of times, Mr. Jaworski. Were 
you the one that mentioned Chicago? I am very interested and I 
know you did — talking about what your funding — well, could I hear 
what is going on in Chicago? 

Mr. Jaworski, did you mention 

Mr. Jaworski. I did not. 

Dr. Lavizzo-Mourey. There are a number of programs — we are 
funding a number of programs in Illinois and Chicago, in par- 
ticular, that are bringing community-based organizations together, 
stakeholders at cross sectors to try to create innovative solutions 
that build on the assets of the community. So, for example, there 
is — one of the things that they are looking at is, how do you get 
safe routes from 

Ms. Schakowsky. That is all 

Dr. Lavizzo-Mourey. Exactly. 

Ms. Schakowsky. That is in my area. 

I just want to say one thing about this. I think the issue — I think 
you mentioned bringing these things up to scale. There is all these 
innovative projects, all over the country. Best practices that have 
been developed, but then we need to have the resources to make 
sure that — go ahead. 

Dr. Lavizzo-Mourey. I think there are three key things there. 
One is to make sure there are opportunities for communities that 
are innovators to learn from one another, so that there are clear- 
inghouses that will how them to share best practices and informa- 
tion, and then to have innovative funding opportunities at the 
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State and Federal level that can take these to scale. And some of 
the ones that have already heen mentioned, like the Fresh Food Fi- 
nancing, started as a local innovation that now brings together 
public-private financing and is looking to have Federal financing to 
take that truly to scale. That kind of model, lower 

Ms. ScHAKOWSKY. Is Robert Wood Johnson a clearinghouse for 
that? 

Dr. Lavizzo-Mourey. We have a project to actually provide a 
clearinghouse for our grantees, but that is only one part of it. 
Clearly, there are many other organizations that are working, and 
a clearinghouse that includes not only the work we are doing but 
beyond that would be very useful in taking this to scale. 

Ms. ScHAKOWSKY. You were going 

Ms. SOPHOS. I was just going to mention that the Healthy 
Weight Commitment Foundation, which is a private initiative, as 
part of their commitment of bringing funding for an expansion of 
the Healthy Schools Partnership to a school in Chicago, including 
PE41ife, which was referenced earlier as a school program in 
Naperville, Illinois. And then the nutrition coaches will be spon- 
sored through the ADAF, the American Dietetic Association Foun- 
dation. 

Ms. SCHAKOWSKY. Is GMA sponsoring some of those ads that are 
saying, don’t tax soft drinks and those kinds of things on tele- 
vision? 

Ms. SoPHOS. We have supported the American Beverage Associa- 
tion effort in that regard. We haven’t provided financial support. 

Ms. ScHAKOWSKY. I think it is sort of give and take, give and 
take here; that if we are serious about promoting healthy foods, we 
have to be serious about it. I saw that General Mills is lowering 
the amount of sugar in its products. I hope that they find that com- 
mercially viable. And I hope that school districts like Chicago will 
encourage that by purchasing the lower cost — the lower sugar cere- 
als. But I understand commercial viability. And, Mr. — my eyes are 
so bad — my CDFI friend. 

Mr. Nowak. Nowak. 

Ms. SCHAKOWSKY. Said that we want to make sure that these 
things also make money. But it is disappointing to me that you are 
supporting that effort because I think we need to be discouraging 
these high sugar drinks. 

Ms. SoPHOS. I think there has been a tremendous amount of in- 
novation and improvements in the nutrition profiles of products. 
That has been a focus of our industry. And I think that you will 
see that continue. 

The American Beverage Association has a unique partnership 
with the Alliance For a Healthier Generation to remove soft drinks 
from — full-strength soft drinks from schools. So I think the indus- 
try is doing a great deal to help ensure that healthy products at- 
tain a bigger place in consumers’ pantries and their daily lives. 

I think we may agree on the use — disagree on tax policy and 
whether that works, which we don’t think it is an effective strat- 
egy. But our industry is committed to provide healthy — healthful 
products and continuously improve the nutrition profile of our 
products. 

Ms. ScHAKOWSKY. Good. Thank you for that. 
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Mr. Nowak. 

Mr. Nowak. I would just note that Chicago, as you probably 
know — and I would be happy to provide the data — has well docu- 
mented areas that do not have high quality fresh food access. 

Ms. ScHAKOWSKY. We have food deserts, absolutely. 

Mr. Nowak. Number two, at the State level in Illinois, there has 
been some interest in replicating the Pennsylvania initiative, I be- 
lieve a $10 million appropriation was put forward. I do not think 
there has been a request for proposals issued for that to try to cre- 
ate it. But there has been some movement at the State level in Illi- 
nois. I could get more information. 

Ms. ScHAKOWSKY. I would love that. 

Mr. Nowak. We talked to the Treasury of the State several times 
about it and how to structure it, and there are several organiza- 
tions, including the Illinois Facility Fund, that I know have some 
input. 

Mr. Pallone. Which I know well. Great. Let us talk more. 
Thank you so much. 

We have votes, so we are going to have to end. And I know some 
of you have to get going, too. 

We can do written questions, though. You may get some written 
questions from us within the next 10 days. And we appreciate your 
getting back to us. And we are going to take these ideas and look 
at possible legislative initiatives. So thank you. 

And without objection, the hearing of the subcommittee is ad- 
journed. 

[Whereupon, at 12:51 p.m., the subcommittee was adjourned.] 

[Material submitted for inclusion in the record follows:] 
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Chairman Henry A. Waxman 

Hearing on “Innovations in Addressing Childhood Obesity” 
December 16, 2009 

Thank you, Mr. Chairman, for holding this timely and 
important hearing on childhood obesity. 

The statistics are shocking: Two-thirds of all American 
children are overweight or obese. That’s two-thirds - an 
astounding and extremely disturbing number. Childhood obesity 
isn’t an emerging public health problem; experts agree: we are 
already in crisis. 

But it is even more than that. Childhood obesity is a case 
study in the complexity and multi-dimensional nature of human 
health. Like so many health issues, individual behavior is an 
important component. But many other factors are at play as well 
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Parents, of course, are the primary decision-makers and the 
most influential in structuring their children’s future lifestyle 
and health practices. But children also exist in an environment 
that has profound effects on what they eat and the kinds of 
activities in which they engage. Kids who are bombarded by 
commercials for junk food are going to want to eat just that. 

Kids who don’t have a place to play safely aren’t going to get 
daily exercise. And families who don’t live near farmers’ 
markets or full grocery stores won’t have access to the fruits and 
vegetables that are a staple of any healthy diet. 

Today we will hear from witnesses who are developing 
innovative ways of responding to this multi-faceted problem. 
There is a growing body of evidence on what works in 
addressing childhood obesity, and our witnesses will talk about 
research and evaluations that are contributing to that end. They 
will also describe the kinds of community-level interventions 
that help kids eat healthy and stay active. 
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This is exciting and important work that holds great 
promise for helping us to deal with a nationwide crisis that 
seems to only get worse with every report we hear. I applaud all 
of these efforts and look forward to learning more about them 
this morning. 

Thank you again, Mr. Chairman. And my thanks to each of 
our witnesses for being here today. 
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Statement of the Honorable Anna G. Eshoo 
Hearing on Innovations in Addressing Childhood Obesity 
December 16, 2009 

Mr. Chairman, thank you for holding this hearing to highlight the alarming and growing 
trend of childhood obesity in our country. It’s staggering to think that in the richest 
country in the world, 17.2 million children depend on food stamps, while conversely, 47 
percent of American kids are classified as overweight or obese. The paradox of 
childhood hunger and childhood obesity is disturbing and I appreciate having this hearing 
to address these issues. 

Many factors contribute to the rise of childhood obesity, but one in particular deserves 
special attention: Easy access to cheap, unhealthy, processed foods. To stave off hunger, 
low-income families buy cheap but highly caloric foods to stretch their dollar, with a less 
healthy diet as a result. Some families may only have access to a small comer-store, 
particularly in poorer neighborhoods. They work long hours or multiple jobs, neither 
lending themselves to much time spent in the kitchen. 

From a healthcare standpoint, we must do more to address the overlapping problems of 
hunger and obesity. Obesity can lead to a host of preventable diseases such T3T3e II 
diabetes which combined with side-effects from the disease, present the most costly 
expenditures to Medicare . 

Researchers from the University of Chicago reported that in the next 25 years the number 
of Americans living with diabetes will nearly double, increasing from 23.7 million in 
2009 to 44.1 million in 2034. Over the same period, healthcare spending on diabetes will 
almost triple, rising from $113 billion to $336 billion. 

I’m also concerned about direct marketing and advertising of food to children. Children 
are a vulnerable group, often lacking the understanding or knowledge to make educated 
decisions for themselves. In one example, Yale’s Rudd Center for Food Policy and 
Obesity reported that the least healthy breakfast cereals are the most frequently and 
aggressively marketed directly to children, including Reese's Puffs, Corn Pops, Lucky 
Charms, Ciimamon Toast Crunch and Cap'n Crunch. It’s no secret that kids want what 
they see on TV, especially when the average American child is exposed to an estimated 
40,000 television commercials a year — over 1 00 a day. I look forward to hearing from 
our witnesses on ways to address this issue. 

In my own District, the Santa Clara Family Health Plan’s Childhood Obesity Prevention 
and Education (COPE) Program works to manage childhood obesity in low-income 
households through a comprehensive case management system. According to the CDC, 
the prevalence of obesity in two to five-year-olds in Santa Clara County is currently at 
17% for low-income children. The cultural and ethnic diversity of the county has a direct 
impact on obesity rates among children. According to the Santa Clara County Public 
Health Department and the California Healthy Kids Survey (2005-2006), middle and high 
school students who are overweight or at risk of being overweight ranges from 21% to 
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37% based on race and ethnicity (e.g., Asian and Pacific Islander at 21%, White at 22%, 
African American at 31%, and Hispanic at 37%). 

The COPE Program uses the Healtli Plan’s primary care physician network to direct 
parents and their children to appropriate health education resources and works 
collahoratively with both Santa Clara Valley Health & Hospital System’s Pediatric 
Healthy Lifestyle Center and Stanford Medical Center’s Pediatric Weight Control 
Program at Lucile Packard Children’s Hospital to address difficult and severe obesity 
cases 

Healthy kids are highly more likely to be healthy adults. Eating habits are learned at a 
young age when children do not make decisions for themselves, so educating parents is 
just as important as educating children. 

I look forward to hearing from our witnesses today. 
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STATEMENT OF REP. BART GORDON 
House Energy and Commerce Committee 
Subcommittee on Health 

Hearing 

“Innovations in Addressing Childhood Obesity" 
Wednesday, December 16, 2009. 


Mr. Chairman, 

Tennessee has the fourth-highest overweight population, 
according to the Trust for America’s Health annual obesity 
report. More than 30% of Tennessee adults and children 
are overweight or obese. 

We know increasing physical activity is part of the solution. 
But many Americans are at a loss when they are told they 
need to in quotes “exercise more.” What does this mean? 
They need practical information about how much and what 
type of exercise they need to keep themselves and their 
families healthy. 

In October 2008, the U.S. Department of Health and 
Human Service issued the first ever federal guidelines for 
physical activities. This was a good first step. 

This past October I introduced the Physical Activities 
Guidelines for Americans Act of 2009 (H.R. 3851 ) with 
Congresswomen Mary Bono Mack, Congressman Zach 
Wamp, Senator Tom Harkin and Sam Brownback, to 
codify this process. The bill would require HHS to update 
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the guidelines every 5 years based on the latest scientific 
and medical information, and to make separate exercise 
recommendations for children, adults, seniors and people 
with disabilities. 

Regularly updating our nation’s fitness guidelines will help 
give parents and schools the tools they need to help keep 
kids healthy and fit. 

The legislation has already been endorsed by a wide 
coalition, including the American College of Sports 
Medicine, YMCA, National Recreation and Park 
Association, National Association for Sport and Physical 
Education and the U.S. Professional Tennis Association. 

I look forward to the witnesses’ testimony on the role 
physical activity has to play in reducing childhood obesity. 
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December 16, 2009 

STATEMENT OF THE HONORABLE JOE BARTON 

RANKING MEMBER COMMITTEE ON ENERGY AND 
COMMERCE 

HEALTH SUBCOMMITTEE HEARING: 

“INNOVATIONS IN ADDRESSING CHILDHOOD OBESITY” 

Mr. Chairman, I want to thank you for holding this hearing about 
childhood obesity and thank our witnesses for being here today. 

Obesity is a serious public health concern and it is on the rise among 
children, for whom it poses serious health concerns. Increasingly, children 
face ailments like heart disease, diabetes, and cardiovascular disease which 
used to be the reserved for adults. 

Obesity runs in families. Studies show that the child of an overweight 
parent is more likely to be overweight. No matter how many government 
programs we create and federal tax dollars we spend, if parents do not 
encourage healthy behavior, the problem will never get resolved. Bad habits 
start at home, and so do healthy behaviors. 
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One step that encourages adults to be healthier is the development of 
wellness programs in the workplace. Under current law, employers and 
insurers are only permitted to give discounts of up to 20 percent on health 
care premiums, co-payments or deductibles to workers who take part in 
wellness programs. Those include anti-smoking and weight-loss programs. 
That’s good as far as it goes, but we should allow for greater incentives to 
encourage healthy adults and, in turn, healthier families. 

Federal nutrition programs also influence what kids eat. Federally 
supported child nutrition programs and initiatives, along with the Special 
Supplemental Nutrition Program for Women, Infants, and Children (the 
WIC program), reach more than 40 million children and some 2 million 
lower-income pregnant/post-partum women. These programs cost more 
than $15 billion. In addition, the Supplemental Nutrition Assistance 
Program (SNAP, formerly the food stamp program), is the largest food 
assistance program for individuals and families. Due to the recent economic 
crisis, as of August 2009, participation in SNAP was at an all-time high of 
36.5 million persons, or one in every 10 Americans. 
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Recently, the Women, Infants, and Children program changed its 
guidelines to align with the 2005 Dietary Guidelines for Americas, which 
may help reduce obesity rates. I think we should consider whether SNAP 
should follow WIC’s lead, and I believe we must begin figuring out how to 
do it. 

Mr. Chairman, I yield back the balance of my time. 
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Opening Statement 
Michael C. Bui^ess, MD 

Hearing on “Innovations in Addressing Childhood Obesity” 
Health Subcommittee 
December 15, 2009 


Thank you Mr. Chairman, 

Obesity is a growing problem and it is one that has wide 
implications. It is not simply a problem of a few or 
something we can ignore. 

When 30% of our population is obese - it truly is a 
national problem. 

America cannot be economically competitive if our 
population is plagued with the effects of obesity. In fact, it 
is estimated that direct health costs attributable to obesity 
ALONE have been estimated at $52 billion iniQps and $75 
billion in 2003. 

Our military cannot maintain its’ strength if the 
population of recruits is not physically fit. In fact, 
according to a report issued in November 75 percent of the 
country's 17- to 24-year-olds are ineligible for military 
service, due in large part due to physical aliments and 
obesity. 

And our health professionals and budgets will stretched 
even further past their breaking points as we deal with 
comorbilities of obesity including type 2 diabetes 
hypertension, heart disease, stroke and arthritis. 
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There is even emerging evidence of cancer as a comorbility 
as researchers from Denmark have reported that women 
who are overweight or obese tend to have more-advanced 
breast cancer at the time of diagnosis and also have higher 
breast cancer mortality. (These results were presented at 
the 2009 San Antonio Breast Cancer Symposium.) 

The first step must be personal responsibility. There is no 
question about it - as a doctor and a parent I know the first 
line of defense against the obesity epidemic is ourselves 
and for children - their parents. 

As a nation we need to eat healthier and exercise more and 
we all need to assume the responsibility of encouraging the 
younger generation to do so - so that they have a chance 
to live without the health burdens that we are seeing in far 
too many youth today. 

But as much as I believe that approach is key - it makes a 
critical assumption - that people have access to the 
healthy choices they should be making. 

In one part of my district - 1 know that is simply not the 
case. 

Mr. Chairman, I thank you for inviting a representative 
from the Reinvestment Fund which is part of a group that 
my office has been working with on a national strategy to 
ensure that people have access to health choices. 
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If you have no car and the nearest grocery store is 5 miles 
away - where are you going to shop? For our 
disadvantaged communities this is too often the dilemma. 

The answer is usually a corner store that has little or no 
healthy choices. Since these communities are 
disadvantaged there is more likely a prevalence of those on 
the SNAP program. 

These same smaller stores which have a captured market 
are eligible to apply to the SNAP program. They are 
supposed to provide a variety of stock but due to limited 
resources, at the Department of Agriculture - we know 
this is not always the case and fresh fruit and vegetables 
are rarely seen. 

The SNAP program works through a debit card. Food 
stamp recipients are given a certain amount of benefits on 
their personal card, which they can spend however they 
choose. Therefore, if there is only one corner store in town 
and they charge $6 for a gallon of milk - than that is 
deducted from their account. A $2 bottle of soda seems 
like the economical choice. 

With no disrespect to our colleagues on the Agriculture 
Committee but why is it that the only things you are 
restricted from buying on the SNAP Program are alcohol, 
tobacco, and hot food? A rotisserie chicken could be much 
more nutritious then a frozen dinner someone might select 
instead? 
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While I respect the issues of jurisdiction involved - with 
this Committee’s jurisdiction over the Public Health 
Service Act, the insurance market, but most importantly 
Medicaid - we deal with the VERY real health implications 
of not having a national strategy to provide healthy choices 
and of not reforming the SNAP Program. 

Bringing just one grocery store in a community can create 
jobs, lower costs, increase home values, and decrease poor 
health outcomes. 

Do you have any idea how valuable that would be to 
countless communities including SE FW in my district? 

I look forward to hearing from our witnesses today. I hope 
that this committee can work together and maybe partner 
with the Ways & Means Committee and look at some 
innovative approaches to encourage grocery stores to enter 
the communities that need them most. 
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February 12, 2010 

The Honorable Michael C. Burgess 
229 Cannon House Office Building 
Washington, D.C. 20515 


Dear Representative Burgess: 

The American Academy of Pediatrics (AAP) appreciates this opportunity to answer 
your additional questions following my testimony at a hearing of the House Energy 
and Commerce Subcommittee on Health entitled “Innovations in Addressing 
Childhood Obesity.” 


7. hi your testimony, you mention the govemmenfs role in reducing obesity. You also 
mention support for the new dietary guidelines implemented by the Supplemental 
Nutrition Program for Women, Infants, and Children (WIC). How would making 
similar changes to the Supplemental Nutrition A.ssistance Program (SNAP) affect 
obesity rates? 


District I 

Edward N. Ballsy, MD, FAAP 
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Henry A. Schaeffer, MD. FAAP 
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District III 

Sandra Gibson Hassink, MD, FAAP 
Wilmington, DE 

District IV 

Francis E. Rushton, Jr, MD, FAAP 
Beaufort, SC 
District V 

Marilyn J.Bult MD, FAAP 
Indianapolis, IN 
District Vi 

MIchae! V, Severson, MD, FAAP 
Brainerd, MN 
District VII 

Kenneth E. Matthews, MD, FAAP 
College Station, TX 
District Vlll 

Mary P, Brown. MD, FAAP 
Bend, OR 


The American Academy of Pediatrics strongly supports the implementation of new 
Supplemental Nutrition Program for Women, Infants and Children (WIC) food 
packages. Changes such as the addition of fresh fruits and vegetables, emphasis on 
low-fat options, and reduction of high-fat items align the WIC program firmly with 
the best nutritional science and the Dietary Guidelines for Americans, WIC support 
of breastfeeding promotion is fundamental to good infant nutrition and supports 
obesity prevention. The new food packages are based on the best science available 
and will shape the health of our nation’s children for many years to come. WIC also 
supports the Farmer’s Market Nutrition Program grants to states to increase 
availability of fre.sh fruits and vegetables. 

WIC was designed to provide specific nutrients to specific populations to supplement 
their daily nutrient intake based on their needs at various stages of development. In 
contrast, the Supplemental Nutrition Assistance Program (SNAP) serves as a final 
safety net program for needy households and those making the transition from welfare 
to work. SNAP helps assure all people have access to a basic amount of food to avert 
food insecurity or outright starvation. 


District IX 

Myles B. Abbott, MD, FAAP 
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District X 

John S. Curran. MD, FAAP 
Tampa, FL 


The quality of food available to SNAP participants is almost entirely dependent upon 
the level of resources provided. In 2008, the average monthly SNAP benefit was 
about $101 per person, or about $3 per person, per day. The skyrocketing cost of 
food translates to significant decreases in the effective SNAP benefit. Although 
restrictions on the types and quantities of food purchased by SNAP participants could 
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result in program participants purchasing more nutritious foods, it would not necessarily allow 
them to purchase the amount of food necessary to survive. If SNAP benefits were limited to 
foods under the Dietary Guidelines for Americans, significant increases in SNAP benefits would 
be necessary to allow participants to purch^e enough healthy, nutritious foods to complete their 
diet. Low benefits levels force families on SNAP to choose between calories and nutrition. 

Until Congress is able to provide sufficient funding to ensure that SNAP beneficiaries are able to 
purchase adequate quantities of nutritious foods, it would be difficult to implement the Dietary 
Guidelines under this program. 


2. How can we design our communities better to promote healthier lifestyles? 

The overall physical structure of a child’s community, also called the built environment, can 
promote healthy living in a number of ways, including by supporting play, and helping children 
and adolescents achieve the recommended 60 minutes of daily physical activity. The AAP is 
proud to have authored a policy statement on this subject, ‘The Built Environment: Designing 
Communities to Promote Physical Activity in Children.” (Pediatrics, 2009 123: 1591-1598.) 

The po.sitioning of homes, schools, businesses, parks, and sidewalks within a neighborhood can 
directly influence physical activity. Building new communities that are less car-dependent and 
making existing communities more dense are two strategies that can make it easier for people to 
use non-motorized transportation to reach their destinations and promote an active, healthy 
lifestyle. In addition to mixed land use, other measures, such as higher residential density, 
smaller street blocks, and access to sidewalks can increase physical activity. Reducing tlie risks 
associated with automobile traffic, including expanding crosswalks and improving street 
lighting, can also help promote walking and biking from home to other destinations for children 
and their families. Safety issues must also be addressed so children can play outdoors without 
risk of violence or other harm. 

Factors such as school location have played a significant role in the decreased rates of walking to 
school. Changes in policy may help to increase the number of children who are able to gain 
physical exercise by walking or biking to school. The Safe Routes to School program provides 
funding to states and communities throughout the country to construct new sidewalks, bike lanes, 
pathways and crossings to provide children and families with the option of safely walking or 
biking to and from school. This program should be sustained, and the govemment should build 
upon its successes. 

We must re-engineer our communities to promote physical activity and enable people to reach 
needed goods and services without traveling long distances. Federal policy should promote 
sensible, mixed use plans that give people a range of mobility choices, depending upon their 
needs. Residential and commercial areas should have “complete streets,” including sidewalks to 
promote walking, and bike lanes for cycling. Finally, communities should be encouraged to 
pursue development strategies that incorporate green space, play areas, and opportunities for 
walking and biking in the context of both daily life and recreation, A full matrix of policy 
opportunities for preventing childhood obesity will be made available on March 1 on the AAP’s 
obesity website, http://www.aap.org/obe.sitv . 


Again, thank you for providing the opportunity to respond to your questions. Please do not 
hesitate to call upon the AAP whenever we may be of assistance on children’s health issues. 
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Sincerely, 




Sandra Gibson Hassink, MD FAAP 
Chair, Obesity Leadership Workgroup 
American Academy of Pediatrics 


SGH:km 
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Route ■' S College Road East P.O. Box 2316 
Princeton, New Jersey 08543-2316 
Tei. 877 -3^13 RWJF (7953) 
vv'AW.rwjf.org 



February 9 , 2010 


Earley Green 
Chief Clerk 

2125 Rayburn House Office Building 
Washington, DC 20515 
Earley. Green@ma il .house.gov 


Dear Mr. Green, 

Attached are written responses from Dr. Risa Lavizzo-Mourey, in 
response to questions we received via Chairman Waxman, from 
Representative Michael Burgess. The questions were asked in 
connection with the hearing, “Innovations in Addressing Childhood 
Obesity, " which took place on December 16, 2009, before the 
Subcommittee on Health. 

Dr. Lavizzo-Mourey would like to thank Chairman Waxman for the 
invitation to testify at the hearing and the opportunity to share 
information about this critical topic. 

If you need any additional information, please don't hesitate to 
contact me . 


Sincerely, 




Minna Jung 

Director of Policy Outreach 
Robert Wood Johnson Foundation 
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Responses for the Honorable Michael Burgess, from Dr. Risa Lavizzo-Mourey, President 
and CEO, Robert Wood Johnson Foundation 


1. In your testimony, you mention the Supplemental Assistance Program (SNAP) and 
the ability of people in the program to access footk via farmer’s markets. What other 
changes can be made to the SNAP program to encourage healthy behaviors? 

The Supplemental Nutrition Assistance Program (SNAP) (formerly the Food Stamp 
Program), as the largest of the nutrition assistance pro^ams, is tiie nation’s first line of 
defense against hunger and the cornerstone of all Federal nutrition assistance programs. In 
addition to providing benefits, the SNAP program includes an important nutrition education 
component — called SNAP-Ed. SNAP-Ed is now in all 50 states and the District of 
Columbia witli a federal funding commitment of over $300 million. SNAP-Ed emphasizes 
dietanr guidelines and relies on integrated community based efforts and social marketing 
approaches to strengthen nutrition education programs. 

Despite many SNAP-Ed program successes, current USDA guidance and rules disallows 
almost all environmental policy and systems approaches to increase access to healthy food 
and safe physical acti\tity in low-income settings. USDA guidance should be updated to 
more accurately reflect the evidence-based approaches including environmental and policy 
strategies that lead to long term beha\'iot change. 

2. As you may know, recently, the Women, Infant, and Children’s (WIC) program 
changed their policies to reflect the 2005 Dietary Guidelines. How would making 
similar changes to the Supplemental Nutrition Assistance Program (SNAP) affect 
obesity rates? 

The USDA Food and Nutrition Sendee (FNS) is in the process of evaluating a Healthy 
Incentives Pilot (IdlP) project to determine if incentives provided to SNAP recipients at the 
point-of-sale increase the purchase of fruits and vegetables. Under this pilot project, one 
State SNAP agency will be selected to test the effect of providing financial incentives at the 
point of sale for the purchase of fruits and vegetables on the diet quality of SNAP 
households. This type of incentive-based approach, coupled widi progressive and evidence- 
based environmental and policy changes as part of SNAP-Ed, will help us better understand 
the impact on obesity rates. More information about HIP can be found at 
http:/ /www.fns.usda.gov/h'SP/HIP/ . 

3. How would changing federal nutrition programs, such as the National School Lunch 
Program, to reflect only health foods be offered affect obesity rates? 

There are many opportunities for children and adolescents to consumer foods and beverages 
across the school campus and throughout the school day. In addition to school meals - 
breakfast and lunch — children often have access to less nutritious offerings tlirough vending 
machines, school stores, in the cafeteria along side the school lunch, and in the classroom. 
Findings from the Tiiird School Nutrition Dietan^ Assessment (SNDA III) study show that 
while many schools are continuing to improve the quality of school meals and competitive 
foods — all of the other foods and beverages available to students — more could and should 
be done. Key findings from SNDA III related to obesity rates can be found at: 
http: / / wnAWy-Mwiforg/ files / research/2009()427sndapolicybriefrev.pdf . 
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Two areas that can be strengthened to improve the quality of school meals and strengthen 
the nutrition standards in place for all foods and beverages across the school campus 
include: 

• Strengthening school meal standards, the Institute of Medicine released a report last October 
(2009) with recommendations on how USDA can improve the quality of school meals. 
USDA is now in the process of updating school meal standards to align with the lOM 
recommendations. Increased funding for school meals will be essential if schools across the 
country are going to be successful in providing students with healtliier options - like fruits, 
vegetables, whole grain products and low fat dairy products. 

• Updating national nutrition standards for foods and beverages served outside of the school meal programs 
the current standards in place for competitive foods that are available in tlie cafeteria during 
meal time are outdated. Additionally, there are no standards in place for foods and 
beverages served outside of the cafeteria throughout the school day and campus. USDA 
should be given the authority (which must be granted by Congress) to update the nutrition 
standards for all competitive foods and beverages served throughout the campus, and 
diroughout die school day. 
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